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The favorable reports? of retardation of the growth 
of skeletal metastases from breast cancer following 
castration of premenopausal women suggested that 
similar results might be produced by injections of 
testosterone propionate. This clinical experiment was 
hegun more than two years ago. Thirty-three patients 
with skeletal metastases from breast cancer were given 
doses of from 5 to 25 mg. of testosterone propionate 
in sesame oil one to three times a week for totals 
of ten to twelve doses. About one half of the patients 
obtained relief from pain, but there was neither clinical 
or roentgenographic evidence of control of the disease 
in any patient. Because relief from pain had been 
obtained, 3 patients were subjected to more intensive 
therapy. The unexpected hypercalcemia and appar- 
ently increased growth of the metastases which fol- 
lowed massive doses of testosterone propionate and 
subsequent smaller doses of estrone are the main sub- 
jects of this report. 


REVIEW OF THE LITERATURE 


In reviewing the literature one is impressed by the 
reports of unusual changes occurring in the skeletal 
system in association with breast cancer. Paget,’ after 
relerring to the work of ‘Torok and Wittelshdfer, added 
6 cases of “fragility of the bone” in patients with 
cancer of the breast. Spontaneous fractures occurred 
in such areas of bone absorption and yet no evidence 
of metastatic cancer could be found. He expressed 
the opinion that “a general degeneration of the bones 
sometimes occurs in cases of cancer of the breast, yet 
without any distinct deposit of cancer in them,” and 
later added that he believed that the bones sufferede 
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in a special way. Sheild* called attention to Paget's 
observations and reported similar ones. Williams,‘ 
however, was inclined to attribute these manifestations 
to cachexia and disuse. Klemperer * made extensive 
postmortem studies on a patient aged 46 with widespread 
skeletal metastases from breast cancer. He was 
impressed by the status of the uninvolved areas and 
found that the changes resembled osteomalacia ; in fact, 
he suggested the use of the term “osteomalacia carcino- 
matosa.”” Histologic studies of the  parathyroids 
revealed hyperplasia which he interpreted as a part 
of the defense mechanism of the body. A similar case 
of parathyroid hyperplasia is recorded by Delannoy, 
Driessens and Demarez.* Their patient, aged 45, had 
extensive skeletal metastases from a breast cancer. .\ 
mass was removed from the thyroid region and on 
histologic study proved to be hyperplasia of a para- 
thyroid gland. After the operation there was a sliglit 
elevation of the blood calcium from 11.6 mg. to 14.2 mg. 
per hundred cubic centimeters. They were particularly 
impressed by the considerable relief of pain and general 
improvement in the patient following the operation. 
Mason and Warren‘ reported a case of extensive 
osteolytic metastases with hypercalcemia (17.5 mg. per 
hundred cubic centimeters) and a metastatic mass of 
adenocarcinoma in the right parathyroid region. 
Removal of this caused no appreciable change in the 
serum calcium level Their patient, aged 46, had pre- 
viously had a simple mastectomy for what was said 
to be a cancer of the breast. Egoville* recorded a 
case of breast cancer with osseous metastases and a 
serum calcium level of 18.1 mg. per hundred cubic 
centimeters. This patient, aged 30, had as her first 
symptom a persistent pain in the back, beginning in 
the sixth month of pregnancy. Postmortem studies 
revealed no parathyroid hyperplasia, but extensive 
deposits of calcium were found in the lungs and kid- 
neys. He concluded that this was an instance of 
“metastatic calcification” such as described by Virchow 
and said to occur in many cases of widespread bone 
absorption and in inflammatory and chronic diseases as 
well as in parathyroid disturbances and primary dis- 
eases of the bone. The Gutmans and Tyson,’ in studying 


3. Sheild, A. M.: Diseases of the Breast, London, Macmillan & Co., 
Limited, 1898, pp. 455 and 465. 

4. Williams, W. R.: Diseases of the Breast, London, John Bale & 
Sons, 1894, p. 214. 

5. Klemperer, Paul: Parathyroid Hyperplasia and Bone Destruction 
in Generalized Carcinomatosis, Surg., Gynec. & Obst. 36:11 (Jan.) 1923. 

6. Delannoy, E.; Driessens, J., and Demarez, R.: Ostéose cancéreuse 
diffuse avec réaction parathyroidienne sécondaire 4 un cancer du_ sein 
ignoré, Bull. Assoc. frang. p. l'étude du cancer 28: 396 (March) 1939. 

7. Mason, R. L., and Warren, Shields: Metastatic Carcinoma Simu- 
lating Hyperparathyroidism, Am. J. Path. 7: 415 (July) 1931. 

8. Egoville, J. W.: Metastatic Calcification in a Case of Carcinoma 
of the Breast, Arch. Path. 26: 1047 (Nov.) 1938. 

9. Gutman, A. B.; Tyson, T. L., and Gutman, Ethel Benedict: Serum 
Calcium, Inorganic Phosphorus and Phosphatase Activity, in Hyperpara- 
thyroidism, Paget's Disease, Multiple Myeloma and Neoplastic Disease of 
the Bones, Arch. Int. Med. 57: 379 (Feb.) 1936. 


ag 

Cu 
— 

J 


340 MAMMARY CANCER—FARROW AND WOODARD Jose A. M. 


the blood chemistry of primary and secondary neo- 
plasms of bone, listed the serum calcium values in 13 
cases of metastatic mammary cancer. The values ranged 
from 9.9 mg. to 13.1 mg. per hundred cubic centimeters. 
The three highest determinations were made on patients 
aged 35, 40 and 41 respectively. 

The last four reports strongly suggest a systemic 
factor which materially contributes to the presence and 
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Chart 1.—An analysis of 200 instances of skeletal metastases occurring 
(broken line) in 1,380 cases of breast cancer (solid line) showing a 
definite decrease in the frequency of bone metastases during the years of 
the normal menopause. 


activity of skeletal metastases from breast cancer. We 
believe that the ages of these patients are significant 
in that they fall within the range of ovarian activity. 
This view seems to be supported by observations on 
the effect of the menopause on skeletal metastases. 


EFFECT OF THE MENOPAUSE ON SKELETAL 
METASTASES 


It is generally agreed that an artificial menopause 
following ovarian irradiation will temporarily retard 
the activity of skeletal metastases in certain cases of 
breast cancer. This is demonstrated by the relief from 
pain, apparent reduction in the rate of growth and 
occasional calcification of osteolytic lesions. These 
manifestations of clinical improvement appear at the 
onset of the menopause and continue mainly during 
the period of hormone imbalance and readjustment 
which follows the castration. After a variable time, 
ranging from several months to one or two years, there 
is evidence of reactivation of disease. From limited 
clinical observations we are of the opinion that the 
renewed activity coincides with a decline of the meno- 
pausal symptoms. 

While this sequence of events is more clearly seen 
at the time of artificial menopause, it may to some 
extent be noted during the natural menopause. An 
evaluation of any effect of a natural menopause is 
rendered difficult because of variations in time and 
duration of the menopause in different patients. Fur- 
thermore, authorities differ as to what constitutes the 
onset of the menopause. Many believe that the hor- 
monal disturbances may begin several years before and 
continue many years after the cessation of menstruation. 
Hence in analyzing a large series of cases any effects 
observed may be expected to involve a period of several 
years. 

We have studied the age incidence in 200 instances 
of skeletal metastases occurring in 1,380 cases of breast 
cancer. In chart 1 the percentage of cases of mam- 
mary cancer in which bone metastases developed has 
been determined for each five year period. One notices 
immediately a decrease in the percentage of skeletal 
metastases during the years of the natural menopause, 
while a relatively high percentage occurs just before 
and after the years covering this event. It seems pos- 
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sible that, prior to the menopause, ovarian hormone: 
may have contributed to the activity of the bon 
metastases. We have no adequate explanation for th, 
apparent activity in the postmenopausal group. 
From clinical observations we have been impresse 
by two things: first, in the premenopausal groyy 
osseous metastases usually occur early and are apt to 
precede the involvement of distant viscera; second, jy 
the postmenopausal group bone metastases occur rel». 
tively late and may follow or be associated with viscera) 
metastases. It seems that in the natural course 9 
events skeletal metastases may be delayed but not pre- 
vented by the endocrine disturbances of the menopause 


REPORT OF CASES 

Case 1.—History—L. L., a white woman aged 26, admitted 
to Memorial Hospital Oct. 21, 1939, complained chiefly 9; 
a severe pain in the thoracic spine of two and a half month: 
duration. Prior to the onset of the present illness she had 
enjoyed good health. The menses had appeared at 13 year: 
and were regular, with the flow lasting about six days. Shy 
had never experienced any premenstrual symptoms in tly 
breasts. 

The patient became aware of the present illness, which begar 
insidiously and without symptoms, one year previously when 
she accidentally noticed a small growth in the right breast. 
This had persisted without noticeable change except for slight 
pain during the past two weeks. The patient thought that the 
pains in her back had been caused by a sprain, but they had 
persisted and gradually extended to the pelvis and both thighs. 
For this reason she had been partially incapacitated and had 
remained in bed during most of the past month. There had 
been a loss of weight of 17 pounds (7.7 Kg.) but no associated 
gastrointestinal, respiratory or urinary disturbances. 

Physical Examination—The patient was well developed but 
undernourished and had a noticeable overgrowth of hair on 
the extremities. Positive physical manifestations were as {cl- 
lows: The contour of the right breast was altered by a mound- 
like swelling located in the upper central portion of the breast 
This tumor measured 4 by 3.5 by 2.5 cm. and was attached 
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Chart 2.—Summary of the calcium (Ca), phosphorus (P) and phospha 
tase (P-ase) levels in the serum and determinations of the urinary “ 
cium (Ca) in case 1. Serum calcium and phosphorus are given in mir 
grams per hundred cubic centimeters; serum phosphatase is give” " 
Bodansky units per hundred cubic centimeters and urinary calcium in ™m! 

rams excreted per day. Note the sharp rise of the serum calcium follow 
ing the injections of both testosterone propionate (7) and estrone (E) 


to the skin but moved slightly over the chest wall. In the 
midaxilla there was a metastatic node 1 cm. in diameter 
Examination of the back revealed no gross abnormalities exce?t 
a definite rigidity of the spine and tenderness over the third 
dorsal vertebra. Passive motion of the hip joint disclosed 
no evidence of limitation, but walking was extremely difficult 
because of pain which originated in the sacroiliac region and 
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radiated to the knees. Blood smears showed slight secondary 
anemia; urinalysis was negative. Roentgenographic studies dem- 
onstrated osteolytic lesions in the ribs, spine, cranium and 
selyic bones. A roentgenogram of the chest was negative. 
Aspiration biopsy of the breast tumor was reported “cancer.” 


-otment.—Owing to the widespread metastases and notice- 
ably favorable response to small doses of testosterone propionate 
by other patients, it 
/™ was decided to treat 
this patient by endo- 


T crine therapy alone. 
Valk ease She was admitted to 
nsck the hospital and on 

November 7 (7, chart 

2) 25 mg. of testos- 

“? terone propionate in 

1 cc. of sesame oil was 

injected into the glu- 

teal muscle. During 
|___—+- the following six con- 
secutive days the dose 

| was increased to 75 


mg. daily, making a 
total of 475 mg. in 
IN seven days. Because 


of certain laboratory 
10 zo 30 40 $o 60 


studies and menopausal 
symptoms she was 
given, six weeks later, 


Chart 3.—Summary of blood and urinary 
determinations in case 2. Elevation of the 
phosphatase indicates an attempt at bone 2 mg. of estrone (FE) 
regeneration. The date of irradiation is ; ys de 
noted by X. Other symbols are explained in in oil intramuscularly 

and, after an interval 


legend for chart 2. 

of five days, an addi- 
tional 4 mg. On Jan. 2, 1940, nine days later, a second series 
of testosterone (7) injections was started, 50 mg. daily being 
given for a total of seven doses. 

Clinical Observations —On the sixth day of the initial course 
oi injections the patient began complaining of severe headaches, 
lack of appetite and a sharp increase of pain in the back and 
pelvis. These symptoms continued the next day and were 
accompanied by nausea and vomiting. The patient appeared 
stuporous, and it was thought that she was suffering from 
cerebral metastases. The symptoms persisted, and for three 
days the patient took only limited amounts of fluids, supple- 
mented by infusions of dextrose and saline solution. At this 
time blood studies revealed a calcium determination of 18.9 mg. 
The testosterone injections were discontinued and the symp- 
toms gradually subsided. It is significant that a similar syn- 
drome followed two days after the administration of the estrone 
and likewise after the second series of testosterone propionate 
injections. Determinations of the calcium, phosphorus and 
phosphatase during this time are shown in chart 2. 

The patient did not menstruate at any time while under 
observation. Coincidentally with the symptoms of hypercalcemia 
she complained of feeling flushed about the head, neck and 
upper part of the thorax. These flushes appeared to simulate 
those associated with the menopause. The sharpness and fre- 
quency of the flushes decreased, but they did not entirely dis- 
appear when the serum calcium returned to normal levels. Pains 
n the back and pelvis persisted during the course of the injec- 
tions. There was a slight increase in the size of the breast 
tumor. Roentgen studies demonstrated a striking increase in 
the extent of the osteolytic metastases of the ribs, spine and 
pelvic bones. In general, the clinical course of this patient was 
one of progressively failing health owing to widespread and 
uncontrolled metastatic disease. She continued to lose weight, 
became cachetic and anemic and died January 17. 

Autopsy.—This revealed a carcinoma of the right breast 
with involvement of the adjacent axillary lymph nodes. The 
marrow cavities of the ribs, sternum, vertebrae and pelvic bones 
Were solidly filled with carcinomatous tissue. Small foci of 
‘umor cells were found in the ovaries, the right lobe of the 
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thyroid and the spleen. The lungs were not involved grossly, 
but microscopic examination revealed tumor cells in the bronchial 
lymphatics. 

Histologic examination revealed an infiltrating duct carci- 
noma grade 3 in the breast metastatic to the regions previously 
described. Sections of the parathyroids showed that the normal 
arrangement of the cellular structure had been completely 
altered. There was evidence of a complex hyperplasia. This 
was diffuse throughout and involved principally the oxyphilous 
cells and the clear cells which are intermediate between the 
chief and the water clear (wasserhelle) types. The cellular 
proliferation did not form true acini but was arranged about 
globules of mucoid material, apparently resulting from com- 
plete mucoid degeneration of one or more cells. 

Additional microscopic studies were of some interest. In 
the normal breast there was a definite fibrosis with almost 
complete disappearance of the breast epithelium. Few acini 
remained, and these were lined by atrophic and degenerating 
epithelial cells. The whole picture was one of advanced 
sclerotic involution commonly seen but to a less severe degree 
in senile women. Sections of the ovaries revealed almost 
complete absence of oocytes with moderate proliferation of the 
stroma. 

Cast 2.—B. V., a woman aged 37, applied for admission to 
Memorial Hospital Jan. 15, 1940 with a history of having 
had a left radical mastectomy in another institution during 
November 1938. The pathologic report was infiltrating duct 
carcinoma grade 2. Following the operation she had remained 
well until one month prior to her initial visit. At that time 
she began having persistent pains in the lower par® of the 
back. Associated with the present illness the patient had a 
feeling of general malaise, loss of appetite and a slight decrease 
in weight. Her menses were regular though scant. 

Physical Examination.—The patient was fairly well developed 
and appeared chronically ill. The heart, lungs and abdomen 
were essentially normal. Locally there was a well healed scar 
on the left side from a radical mastectomy, without evidence 
of local recurrence or regional metastatic disease. Slight ten- 
derness was noted over the upper part of the lumbar spine. 

Roentgenographic studies revealed a destructive metastatic 
process involving the left innominate bone and the body of 
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Chart 4.—Summary of blood and urinary determinations in case 3. Sym- 
bols are explained in legends for charts 2 and 3. 


the first lumbar vertebra. A roentgenogram of the chest was 
negative. A complete blood count revealed slight secondary 
anemia. 

Treatment.—The patient was admitted to the hospital Janu- 
ary 22. One week later (7, chart 3) injections of testosterone 
propionate were started. During the following eight days she 
received a total of 400 mg., given at the rate of 25 mg. twice 
a day. Because of symptoms of hypercalcemia the injections 
were discontinued. 
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The metastatic lesions became more painful and on Febru- 
ary 26 (X) general body irradiation totaling 30 roentgens was 
given. On March 4, 2 mg. of estrone was given intramuscu- 
larly. This was repeated sixteen days later. All other treat- 
ment was symptomatic and for the most part consisted of 
infusions to replace fluids lost by vomiting. On one occasion 
a blood transfusion was given because of the secondary anemia. 

Clinical Course—Chart 3 shows the blood studies on admis- 
sion and summarizes the changes which occurred during the 
course of treatment. The initial serum calcium was 11.6 mg. 
On the third day after the initial dose of testosterone pro- 
pionate the patient complained of slight nausea and headache. 
The nausea became progressively worse and later was fol- 
lowed by vomiting. The serum calcium determination on the 
sixth day of treatment showed an increase to 12.4 mg. This 
increase continued until the serum calcium level was reported 
15.4 mg. on the fifth day after the injections had been dis- 
continued. Associated with the elevation of the blood calcium 
the patient began having hot flushes similar to those described 
in case 1. These symptoms subsided but did not disappear 
when the serum calcium returned to a normal level. A similar 
syndrome followed the injection of the estrone. During and 
alter the course of treatment the patient obtained no relief 
from pain. An enlarged liver and signs of pulmonary metas- 
tases developed. Roentgen studies revealed a rapid increase 
in the size of preexisting foci of skeletal metastases as well 
as the development of additional foci. The patient left the 
hospital for terminal care in another institution and died in 
December. Permission for autopsy was not obtained. 

Case 8.—S. S., a woman aged 60, admitted to Memorial 
Hospital Jan. 13, 1940, gave a history of having had a radical 
mastectomy on the right side in July 1937. Following this 
her health had remained good until eight months prior to 
the date of admission, at which time she began to have pains 
in the left thigh. Roentgenographic examination at that time 
showed metastases in the left femur and pelvic bones. These 
were treated by roentgen therapy but apparently there was 
only slight relief. Recently pains developed in the right knee, 
left shoulder and right clavicle. There had been some loss 
of weight but no other associated systemic disturbances. For 
one year prior to her operation menstruation had been irregular 
but, following the operation, she had had on one occasion a 
scant menstrual flow. Apparently the menopause had not been 
established at the age of 58. 

Physical Examination.—The patient appeared undernourished 
and chronically ill. Physical manifestations related to the 
present illness were a recurrent tumor 2 by 2 by 1 cm. located 
at the junction of the right clavicle and sternum, and a 
considerable swelling of the midportion of the right thigh. 
Radiographic studies demonstrated widespread  osteolytic 
metastases involving the vertebrae, ribs, skull, sternum, left 
scapula, pelvic bones and both femurs. Roentgenograms of 
the chest revealed questionable metastases in the left lung. 
A blood count showed only slight secondary anemia. 

Treatment—Beginning on January 28 (7, chart 4), the 
patient was given two 25 mg. ampules of testosterone propionate 
daily. for ten days. Because of continued pain, general body 
irradiation totaling 30 roentgens was administered on Feb- 
ruary 26 (X). This was followed by 2 mg. of estrone in oil 
on March 4 (£). Other treatment was mainly symptomatic 
and included treatment of the local recurrence with the radium 
pack and high voltage roentgen therapy to the cervical ver- 
tebrae. 

Clinical Course—The blood chemistry and urine studies 
are summarized in chart 4. It is interesting to note that, in 
spite of the widespread skeletal lesions, the initial serum 
calcium determination was well within normal limits. Follow- 
ing the elevation of the blood calcium a similar syndrome 
but less severe than those described in the two previous cases 
developed. Hot flushes were experienced on the seventh day 
of injections. Nausea was persistent but no vomiting occurred. 
A pathologic fracture of the right humerus was sustained on 
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March 19. Other areas of skeletal metastases increased jp 
size and later a fracture of the right clavicle occurred. 

After several weeks of progressively failing health the patient 
died on April 27. 

Autopsy —This revealed generalized skeletal metastases to 
the ribs, sternum, vertebrae, ilium, pubis, both clavicles, both 
humeri, the left femur and the sacrum. Other metastatic foc; 
were found in the lungs, peritoneum, para-aortic, mesenteric 
and omental lymph nodes as well as the liver and pericardium, 
Histologic examination confirmed the gross examination and 
revealed an additional focus in one parathyroid. 


COMMENT ON CHEMICAL FINDINGS 


Summarizing the blood chemical findings in these 3 
cases of bone metastases, we see that after each course 
of testosterone propionate there was a sharp rise in 
serum calcium which persisted for a week or ten days 
after the cessation of therapy. In 2 (cases 1 and 2) 
there was a similar rise after the administration of 
estrone. In 2 (cases 2 and 3) a rise in serum phos- 
phatase was found from two to three weeks after the 
injections of testosterone. In all 3 cases the serum 
inorganic phosphorus was occasionally or persistently 
above normal. The daily urinary excretion of calcium 
tended to follow the blood levels rather closely. 

It is obvious from the results of the clinical, chem- 
ical and roentgenographic examinations that the admin- 
istration of testosterone propionate was followed by 
an increase in bone absorption associated with flooding 
of the circulation with calcium and phosphorus. In 
2 of the 3 there was an attempt at bone repair by 
increased phosphatase formation. 

The question now arises whether the effect of testos- 
terone propionate on bone is primary or secondary. 
There is a theoretical possibility that a primary meta- 
bolic defect might exist in patients with breast carci- 
noma which would result in the transformation of sex 
hormones into a sterol which would directly affect 
calcium and phosphorus metabolism. This substance, 
by promoting withdrawal of calcium and _ phosphorus 
from the bones, might render them more susceptible 
to metastatic invasion. Such a_ hypothesis would 
explain the strong tendency of breast carcinoma to 
form skeletal metastases, particularly in the premeno- 
pausal and postmenopausal group. On the other hand, 
testosterone propionate, instead of preparing the ground 
for the establishment of metastases to bone, may simply 
stimulate the metabolic activity of metastases already 
established, with secondary increase in the rate of bone 
destruction. 

One method of deciding which of these two hypothe- 
ses is correct is to study the effect of sex hormones 
on the serum calcium and phosphorus of patients with 
carcinoma of the breast which has not yet metastasized 
to bone. This has been done in 2 cases. One patient 
received 600 mg. of testosterone in twelve doses over 
a period of three weeks. Another patient, who had 
carcinoma of the rectum as well as carcinoma of the 
breast, received 5 mg. of estrone in three doses and 
one 10 mg. dose of progesterone during two weeks. 
The serum calcium and phosphorus were within not- 
mal limits throughout, and no significant changes were 
observed during hormone therapy. The _ negative 
results in these 2 cases suggest that the hormones used 
have no effect on the calcium and phosphorus metabo- 
lism of patients with carcinoma of the breast which 
has not yet metastasized to bone. 
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NUMBEX 
In a previous publication one of us *® observed that 
in patients with carcinoma of the breast metastatic 
to bone who had not received hormone therapy the 
inorganic phosphorus tended to be slightly 
elevated and the serum calcium to show a rather wide 
variation. As this observation has an obvious bearing 
on the subject of the present paper, we have extended 
our previous studies to include serum calcium deter- 
minations on (@) 45 normal persons, (b) 49 patients 
with osteitis deformans, (c) 52 patients (48 women 
and 4 men) with carcinoma of the breast metastatic 
to bone, (d) 26 women with carcinoma of the breast 
without bone involvement, (¢) 78 men with carcinoma 
metastatic to bone and originating in organs other 
than the breast. In about half of the last group the 
primary growth was in the prostate and the metastases 
were predominantly osteoplastic. The results are sum- 


Summary of Serum Calcium Readings 


Per Cent of 


Total Readings Between 

5 of Sh Se Se 

8 - 
Normallt...<ccvcedessoce 45 10.7 0 2.2 75.6 15.5 67 0 

b 

Osteitis deformans..... 49 10.4 2.0 8.2 59.2 26.5 4.1 0 


Carcinoma of breast 52 10.9 1.9 7.7 50.0 30.8 5.8 3.8 
with bone metastases 


d 
Carcinoma of breast 26 10.8 0 3.9 61.5 26.9 7.7 0 
without bone metastases 


e 

Males with carcinoma 78 10.5 2.5 9.0 65.4 21.8 1.3 0 
and metastases to 

bone 


marized in the accompanying table. The differences 
between the average serum calcium values for the dif- 
ferent groups are too small to be significant. It is 
suggestive, however, that the lowest average values 
are for groups 6 and e, in which the bone changes were 
chiefly productive, while the highest average is for 
group c, in which the lesions were chiefly destructive. 
If, instead of averages, one considers distributions, it 
is found that there are significant differences between 
the groups. It is well known that in normal persons 
the calcium content of the serum is constant. In 
our series more than three fourths of the readings were 
between 10 and 10.9 mg. per hundred cubic centimeters. 
Only a single determination was below 10 mg. Of 
the total, 22.2 per cent were 11 mg. or above. A much 
wider range was encountered in the three groups with 
bone disease. It is particularly striking that of the 
patients with carcinoma of the breast metastatic to 
bone 40.4 per cent had serum calcium readings of 
Il mg. or above. In contrast to this, in the group 
ot patients with carcinoma of the breast not involving 
bone the deviations from normal were small. We con- 
clude from these figures that the mechanism for regu- 
lating serum calcium levels is disturbed in osteitis 


a. Woodard, Helen Q., and Higinbotham, N. L.: The Correlation 
we Serum Phosphatase and Roentgenographic Type in Bone Disease, 
‘Am. J. Cancer B13 221 (Oct.) 1937. 
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deformans and in several types of metastatic disease of 
the bone. The changes are most noticeable in the 
presence of skeletal metastases from breast carcinoma 
but are not specific for this condition. There is no 
clear-cut evidence that they appear prior to the onset 
of bone involvement as they would if due to pre- 
existing endocrine abnormality. 

Finally we may mention a case reported to us through 
the courtesy of Dr. Norman Treves of this hospital. 
The patient was a girl aged 14 years who had a ygeuro- 
cytoma which had caused widespread destructive bone 
lesions. The serum inorganic phosphorus was in the 
upper normal range and the serum calcium  % notice- 
ably elevated, fluctuating between 13.6 and 19.4 mg. 
per hundred cubic centimeters. At autO®sy extensive 
disease of the bones and soft parts «wns found. The 
urinary tract was full of calcific depost*. The adrenals, 
thyroid and parathyroids were essentially normal, and 
only the serosa of the uterus and ovaries was involved. 
This patient’s cancer did not originate in the breast 
and there was no evidence that it had had any direct 
effect on the sex or parathyroid hormones. It appears 
likely, therefore, that thevhigh serum calcium was due 
simply to a flooding of the circulation with the products 
of osteolysis. Yet the blood chemical abnormalities 
closely parallel those which occur spontaneously in 
patients with carcinoma of the breast metastatic to 
bone or which may be produced in them by administra- 
tion of sex hormones. 


CONCLUSION 

In 3 cases of carcinoma of the breast metastatic 
to bone injections of testosterone propionate were fol- 
lowed by a decided rise in the concentration of calcium 
in the serum and in the excretion of calcium in the 
urine. In 2 of these cases similar changes also fol- 
lowed injections of estrone. The chemical changes 
were accompanied by clinical and roentgenographic 
evidence of increased activity of the metastatic disease 
in the bones. 

In 2 cases of carcinoma of the breast without skeletal 
metastases injections of testosterone, estrone or pro- 
gesterone were not followed by significant changes in 
the serum calcium levels. 

A study of 130 cases of cancer metastatic to bone 
showed numerous spontaneous disturbances in the 
serum calcium levels. The changes were most frequent 
when the breast was the site of the primary tumor but 
occurred also in the presence of skeletal metastases from 
cancer of other organs. 

The ability of testosterone and estrone to cause hyper- 
calcemia in patients with carcinoma of the breast meta- 
static to bone appears to be due to a stimulation by 
these hormones of the growth of the metastatic tumor. 
This in turn causes an acceleration in the rate of bone 
destruction accompanied by a flooding of the circulation 
by the products of osteolysis. 

The evidence demonstrated here that testosterone 
in large doses exerts a stimulating rather than an 
inhibiting effect on the growth of metastatic mammary 
carcinoma obviously contraindicates its use in the treat- 
ment of this disease. 

The reason why an androgenic substance stimulates 
a tumor of a female reproductive organ remains obscure 
and merits further study. 

444 East Sixty-Eighth Street. 
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MANAGEMENT OF BURNS IN 
CHILDREN 


AN ANALYTIC STUDY OF TWO HUNDRED 
AND FIFTY CASES 


H. JERRY LAVENDER, M.D 


CINCINNATI 


It is generally conceded that the systemic treatment 
and management of patients with a serious or extensive 
burn is just as important as the local therapy, if not 
more so. This is because much has been learned, espe- 
cially during the past decade, through clearer concepts 
of supportive treatment. Although any recognized form 
of local therapy may be used, provided it is carried out 
properly, one may safely say that it is the systemic or 
supportive treatment that saves the patient or, to say 
the least, enhances the recovery. 

The advocates of the various forms of local therapy 
should and in most cases do accept the foregoing state- 
ment as axiomatic ; those who do not share in this view 
or are unwilling to accept it are not facing the facts 
presented to them after many years of evaluation. To 
laud a certain form of local therapy in a case of serious 
burn and to attribute the recovery to the local approach 
alone should cause one to accept the statement with a 
grain of salt. 

It is not within the scope of this paper to discuss the 
importance of laboratory procedures in determining the 
status of the burned patient. However, it is only after 
the proper management and adequate amount of sys- 
temic or supportive treatment have been instituted to 
combat shock, toxemia and other complications that one 
has the right to evaluate the various forms of local 
therapy. | am fully cognizant of this point in presenting 
this paper, which deals only with local management. 

It must be emphasized that there is a vast difference 
in the texture and thickness of the skin of adults from 
that of infants or young children. The cutaneous layers 
in the latter are not well developed; the stratum cor- 
neum and other layers of the epidermis are thin, and the 
corium, or true skin, not only shows a relative thinness 
but is poorly supported with connective and fatty tissues. 
As compared with adult skin, it offers a meager resis- 
tance to trauma or insult such as a burn. For this 
reason, heat of the intensity which produces a first or 
second degree burn in an adult will, in the majority 
of instances, produce a third degree burn in an infant 
or young child. 

By third degree I mean involvement of the corium 
or deeper tissues and structures. With children, so 
often what appears to be a relatively superficial burn 
at first proves to be much deeper, even third degree, a 
few days or a week later. 

This is especially true of burns caused by fire. One 
is impressed by the relative dryness and seared appear- 
ance of the skin of most patients burned by fire when 
they are seen shortly after the accident. This is because 
the intensity of the fire remains the same as long as, it 
comes in contact with the integument and results in a 
rapid and deep cooking of the tissues. If the patient 
survives, after a week or ten days one sees or can 


Drs. E. A. Glicklich and A. B. Henningsen assisted in compiling 
the statistics. 

_ From the Department of Dermatology, Pediatric Division, Cincinnati 
General Hospital. 

Read before the Section on Pediatrics at the Ninety-Second Annual 
Session of the American Medical Association, Cleveland, June 4, 1941. 
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visualize for the first time the actual depth of involye. 
ment ; at this time the tissues begin to slough and begin. 
ning restoration of the deeper structures takes place. 
Pyogenic infection, when present, is also more notice. 
able at this stage. 

Scalds, on the other hand, are more superficial as , 
rule, and the burned areas show greater bullous forma. 
tion, with more of inflammatory reaction. I therefore 
believe, and this is contrary to the general belief, tha; 


- fire burns as a rule are deeper and more serious thay 


scalds. The statistics presented in this article will, | 
think, support my contention. 

In an analytic study of this question on 250 burned 
infants and children, I present what I believe to be some 
facts and statistics not previously recorded in similar 
fashion. I shall discuss the comparative results of the 
following methods: the use ot crust formers or coagu- 
lants, the use of wet dressings with antiseptic solutions, 
the compression or closed method and the tubbing pro- 
cedure. No case is included in which less than 10 per 
cent of the skin area was involved. 

The series comprises 145 (58 per cent) white and 
105 (42 per cent) Negro infants and children admitted 
to the Cincinnati General Hospital during the five years 
from Jan. 1, 1936 to Jan. 1, 1941. The ages ranged 
from 2 months to 12 years, and boys predominated (53 
to 47 per cent). Of the patients, 13.2 per cent were 
1 year of age or under, 50 per cent were 2 to 4 years, 
18 per cent were 5 to 7 years and 18.8 per cent were 
8 to 12 years. 

Seventy (28 per cent) were burned by fire and 18) 
(72 per cent) were scalded. For the fire burns, open 
fire grates, explosions and matches were the chief causes 
(90 per cent); for the scalds, hot water and coffee 
topped the list (78 per cent). 

Irrespective of the type of local therapy, the average 
period of hospitalization for the group with fire burns 
was fifty-five days (table 1). This included the cases in 
which grafting of skin was performed. The inclusion 
necessarily raised the average stay considerably, the 
average time prior to grafting being twenty-eight days. 
The average for the scald group was only eighteen days, 
or one third that for the fire group. 

An analysis shows that 30 per cent of all the patients 
had some form of involvement of the leg, and these alone 
required an average stay of fifty-eight days. The 
patients with fire burns stayed ninety days, on the 
average, and those with scalds twenty-six days. There- 
fore, the patients with fire burns of the leg required 
three and a half times as much time as those with scalds 
of the leg. Again grafting played an important part 
in raising the average time in the hospital of the patients 
burned with fire, as forty-five days were consumed 
before the graft procedure. No other group of patients. 
considering the areas involved, required such a long 
hospitalization period. 

The temperature curve (chart 1) shows that ™ 
required an average of six days for a normal level t0 
be reached and maintained in the scald cases, while tet 
days were required ia the fire cases, over half again a 
long. Also, a higher peak throughout was maintained 
in the fire cases. This is probably based on the fact, 
as previously stated, that the trauma sustained by fre 
was deeper and resulted in greater sloughing and iniec- 
tions. 
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Thirty-three (13.2 per.cent) patients 1 year of age 
and under had an average stay in the hospital of but 
seventeen days. This is due to the fact that nearly all 
had scalds; areas and depths were not so great and, 
although the vast majority required general or suppor- 
tive treatment, an adjustment was noted within a few 
days. 

‘\ different picture was noted in the 2 to 4 year group 
of 125 patients (50 per cent), in which an average stay 
of thirty-five days was required. In this group were 
noted most of the cases in which there was involvement 
of 25 per cent or more of the skin area and which pre- 
sented the most serious problems. 

In the 5 to 7 year group the 45 children had an 
average stay of thirty-four days, while the 47 children 
in the 8 to 12 year group had an average of thirty-three 
hospital days. In this analysis the shortest hospitaliza- 
tion periods are found at the two extremes of the age 
groups, the youngest and the oldest, with the longest 
period given to the children ranging from 2 to 4 years. 

There is no doubt that delay in administering any 
form of therapy plays a role in increasing the hospital 
stay of these patients. The longer the interval Letween 
the accident and hospitalization the more serious the 
prognosis. Also, the earlier the proper aid, the less the 
infections encountered. Our records reveal that 18 per 
cent of all patients were admitted to the hospital within 
one hour after being burned, 40 per cent. were admitted 
from one to two hours after being burned and 42 per 
cent were admitted after three or more hours had 
elapsed. Eighty per cent of the wounds of those 
admitted after’a lapse of twelve or more hours either 
were infected or became infected shortly afterward, 
and the hospital stay was increased by several days. 
This emphasizes the importance of instituting not only 
supportive but also local therapy as early as possible 
and deals with the proper education of the public along 
these lines to get the burned victim hospitalized as soon 
as possible. 

Secondary infection or contamination of wounds was 
twice as frequent in the burns in which home remedies 
and improper local applications had been used prior to 
hospitalization. Almost half (48 per cent) of all the 
patients were given some form of local therapy prior 
to admission. 

Just to list some of the absurd applications, as found 
in my records, I mention oils of all kinds, lard in com- 
bination with soap, sulfur and butter, wash bluing, coal 
oil, soot and axle grease. It is well established that 
grease and oil, unless they have some strong antiseptic 
properties, pave the way for infections and are therefore 
a hindrance rather than beneficial, even though, when 
originally applied, the soothing effect may have seemed 
indicated. 

WET DRESSINGS 


Forty patients (16 per cent) were treated with con- 
‘inuous wet dressings after a thorough débridement of 
the bullae and loose tissue. Weak Burow’s solution 
‘not stronger than 1 part to 50 of physiologic solution 
ot sodium chloride) or, if infected, Burow’s bichloride 
‘olution was used in the majority of instances. Most 
ot these patients presented involvement of the scalp, face 
or neck which, for obvious reasons, was not suitable for 
other types of therapy. If tunis procedure is followed, 
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soft cotton, muslin or linen cloth should be used and 
should replace gauze or any wide meshed covering in 
order to prevent, or hold to a minimum, the adherence 
of the dressing to the wound. As a rule, burns of the 
face and neck heal rather rapidly and this method 
should prove efficacious in the vast majority of cases 
provided care is exercised early to avoid contractures. 
Even scalp burns manifest rapid improvement if care is 
taken to shave the head and hold down secondary con- 
taminants. Wet dressings are indicated also when the 
genitalia are involved and for superficial burns of other 
parts. In clean wounds, the dressings need not be 
changed oftener than every twelve to fifteen hours pro- 
vided they are kept wet continuously. After a few days 
to a week one may change to a mild salve such as 5 
per cent boric acid ointment or, if there is evidence of 
any secondary infection, to « 2 to 3 per cent ammo- 


1.—Hospitalization Averages 


Cases Per Cent Days 
180 72 Is 
Leg involvement (fire)............ 23 9.2 “0 
Leg involvement (sealds)............... 52 20.8 26 
25% or more involvement (recovered)... 32 13.6 “5 
25% or more involvement (fire)......... M4 6 
25% or more involvement (sealds)...... 18 7.6 42 


Method of Treatment 


33 66 18 

34 24.3 70 
106 75.7 1s 


niated mercury ointment, or a combination of dilute 
Burow’s solution and 1 per cent acetic acid solution will 
usually give the desired end result. 

The average hospital stay of all patients who were 
treated with wet dressings was nineteen days; that for 
fire burns was twenty-four days and that for scalds 
fourteen days—ten days longer for the fire burns (table 
1). This group -eached its temperature peak on the 
second day (chart 2) and the normal range on the 
seventh day. 

At this point something should be mentioned about 
débridements. I believe that all blisters should be 
opened and all the loose tissue removed as soon as 
possible. It is not enough merely to drain or aspirate 
the bullae; all burned areas should be denuded and 
cleaned off well into the normal surrounding tissue, dry 
gauze sponges being used to cleanse the field, and débris 
should not be picked off piecemeal with forceps. On 
completion of this procedure, if done properly, the whole 
area will be smooth, without any tabs or irregularities 
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visible at the edges of the wounds. This wil! prevent 
other bullae from forming hours later ; the chances for 
infection are reduced and healing will take place more 
rapidly. Also, on completion of a thorough débride- 
ment, one may visualize better the areas that are burned 
more deeply. The exact depth cannot be estimated at 
this time, but the deeper the involvement the more 
charred, dull or 
bluish looking will 
be these areas; ex- 
amination will give 
the operator an in- 
sight as to where 
most of the slough- 
ing will later take 
place. 
The amount of 
cleansing or scrub- 
bing of the burned 
6 7 0 areas which have 
DAYS been denuded de- 
pends on the type 
of local therapy 
that is to be insti- 
tuted. If large areas have to be denuded, a general anes- 
thetic should be employed; if less extensive, a narcotic 
may be used in slightly larger dosage than that which 
ordinarily would be employed for the age and size of the 
child. I have used the latter method in the majority of 
cases, the child cooperating in most instances, the dis- 
comfort being slight and the shock involved being no 
greater than, if as great as, that produced by general 
anesthesia, and certainly this method entails less danger 
of pneumonia. First the child is given a cleansing bath 
from head to foot; then thorough débridement is com- 
pleted under the best surgical and aspetic conditions 
possible, followed with the warm wet dressings. Often 
too much time is employed in debriding the patient, and 
I cannot emphasize too strenuously that the whole pro- 
cedure, as outlined, should be completed as quickly as 
possible, with the aid of several assistants. 


99° —— FIRE 


RECTAL TEMPERATURE 


Chart 1.—Comparative temperature curves 
according to cause of burn. 


CRUST FORMERS 


The procedure that employs crust formers or coagu- 
lants, such as tannic acid alone, tannic acid in combina- 
tion with silver nitrate or ointment bases, or solution 
of methylrosaniline solution alone or in combination, 
was used in 50 cases (20 per cent). For this group 
there was an average hospital stay of twenty-two days 
(table 1). The curve (chart 2) shows, on the average, 
that on the fifth day the return to normal temperature 
was effected, but a conspicuous rise is noticed the fol- 
lowing day, the temperature returning to normal range 
on the tenth day. 

Here a word of explanation should be given. I 
learned many years ago, in the early and experimental 
use of these coagulants, that not only certain areas 
but also certain types of burns contraindicated their 
use. At least I found that a great number of the crust- 
covered areas became infected in spite of the thorough 
débridement and strict asepsis. I learned also that the 
greatest number of infections occurred in the deeper or 
third degree areas. Most of this could be explained by 
the fact that third degree involvement could not go on 
to proper healing or restoration without a sloughing 
of the burned or devitalized tissue in that area. Com- 
pletely burned or dead tissue, by virtue of its gangrenous 
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nature, is a good culture medium for pyogenic orgay. 
isms. Even a mild split or separation in the crust could 
pave the way for a similar picture, and when an infection 
becomes manifest diverse ways and means must he 
employed to counteract it. If the infection cannot he 
controlled at its original site, other areas beneath th. 
crust become involved by extension, with the result tha 
the crust must be removed. Most of the infections jp 
this series became manifest about the seventh day, hence 
the rise in the temperature curve on the sixth. Also, 
I soon learned the fallacy of applying tannic acid or 
methylrosaniline to the scalp, face, fingers, toes and 
genitalia. 

I think that there is a strong need and many good 
indications for the employment of the crust-forming pro- 
cedure, and, like wet dressings, it should not be con- 
demned when and where properly utilized. For this 
reason the vast majority of cases in which this procedure 
was used were those of relatively superficial burns which 
involved chiefly the trunk and which were caused by 
hot liquids or vapor in 66 per cent as against fire burns 
in 34 per cent. When the average hospital stay oj 
twenty-two days in these cases is broken down. it is 
found that those caused by fire require twenty-six days 
in comparison with only eighteen days for the scalds. 
Here again it is found that fire played the greater role. 

The question arises as to what procedure to employ 
when a minimum of 40 to 50 per cent of the body sur- 
face is involved. In such cases, of course, the prognosis 
in almost every instance is a very poor one, but occa- 
sionally the child pulls through. On these children who 
are extremely sick and who will hover between life 
and death for days, sometimes weeks, I believe that 
one is justified in using the coagulation or crust-forming 
method, because the patient should be kept at absolute 
rest while supportive treatment and careful nursing are 
pushed to the limit, and this regimen the crust formers 
certainly permit. I believe that just such a procedure 
may be instrumental in carrying the patient through the 
early stormy and extremely dangerous period. If wound 
infections or other complications arise, they may be met 
at that time. I be- 


lieve that many lives — A 
have been spared 
by this arrange- w 
ment; I have en- $™ 8 
countered at least & 
a dozen such cases. & 
In 1 case 65 per =™) 
cent of the integu- F 
ment was involved. = gy. 
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140 cases (56 per DAYS 


cent). This consti- Chart 2.—Comparative temperature curves 
tutes the largest for different methods of therapy. 


group of the four 

methods compared and evaluated. In this group there 
were 106 (75.7 per cent) scalds and 34 (24.3 pet 
cent) fire burns. The hospital stay for the entire group 
averaged forty-four days, which when broken dow! 
reveals that eighteen days were required for the scalds 
and seventy days for the fire burns (table 1). At first 
glance this would appear as a startling figure for the 
fire burns, but it was in this group that most of the 
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cases involving the leg were included. As mentioned 
previously, the group in which the leg was involved 
had a grand average of fifty-eight hospital days, with 
ninety days required for the fire burns of the leg which 
called for grafting. 

In my experience, it has always taken longer for 
burns involving the leg to heal, and especially is this 
true when the popliteal space and areas below the knee 
are involved. It would appear as though this holds true, 
venerally speaking, for the majority of injuries or 
surgical interventions other than burns involving these 
areas. For want of some other explanation I have 
always considered this to be due to a circulatory dis- 
crepancy and not to local therapy. 

The temperature curve (chart 2) for the cases in 
which the tubbing procedure was employed shows a 
sharp rise within twenty-four hours, a slight drop on 
the second day and then a rise to its peak on the third 
day, from which time there is a steady decline, requiring 
ten days, however, to fall and remain within the normal 
range. 

The tubbing procedure should be classified as a com- 
bined method. It has been described in detail in a 
previous publication." 

This method has several advantages. The water bath 
is well tolerated, the wounds and especially the slough- 
ing areas are kept cleaner, relaxation from muscle ten- 
sion and spasm is afforded after a few minutes and 
mild exercises of the involved members may be encour- 
aged and started earlier. Contractures may be pre- 
vented in the majority of cases, and by not interfering 
with the granulation tissue the wounds heal rather 
rapidly or are prepared earlier for grafting. Here again, 
in an extreme or extensive case, or one of borderline 
involvement, after the original cleansing bath and 
debridement the patient may remain in bed for two or 
three days before the tubbing procedure is instituted, 
the wet dressing method being enforced in the interim. 

The tubbing method is indicated when the trunk 
is involved, and especially the genitalia, or when a 
combination of the trunk and other areas are involved. 
lt is an ideal method when the hands or feet are 
involved, and at this point I wish to emphasize the use 
oi the continuous water bath when the hands or feet 
alone are burned. With specially constructed metal fix- 
tures in the form of boots for the feet and long troughs 
ior the forearms and hands, the involved members are 
submerged for hours at a time, resort being made to wet 
dressings between dippings. I have observed 2 cases in 
which, with the water bath alone, spontaneous amputa- 
tion of one or more toes occurred after a deep burn of 
the foot in which gangrene had developed. 

The aqueous solution of soft soap, if properly made, is 
honirritating, and at no time have I encountered a 
lermatitis or irritation directly attributed to the soap. 


COM PRESSION 


The compression or closed method offers another 
proach in the local management of burns. This work 
is best done in the operating room, where the débride- 
ent an thorough scrubbing of the wounds are carried 
“ut under general anesthesia, as a rule, and aseptic 


ay 


1. Lavender, H. J Treatment and Management of Burn Cases, 
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technic can be best enforced. The complete multiple 
dressing, in which sea sponges are embodied, is kept 
intact for from twelve to fourteen days, after which time 
the wounds are inspected for healing, infection and 
sloughing ; experience and personal equation being the 
guiding points for further therapy, grafting or nothing 
at all, as the case may be. If care is exercised in 
not getting the compression too great, this method has 
many advantages. It is based on sound rationale in 
that it keeps the involved areas at rest without disturb- 
ing the wounds, the patient for the most part is com- 
paratively comfortable and the nursing care is reduced 
to a minimum. However, I feel that this procedure 
should be limited, in the majority of instances, to 
selected cases in which certain areas only are involved. 

Most of my patients treated by the closed method 
had burns involving the leg or arm or both, and it is 
in this type of burn for which I believe this form of 
therapy is best indicated. For superficial burns of the 


TaBLe 2.—Complications, with Percentages 


Treatment 
Wet 
Dress- Crust- Tub-  press- 
ing ing bing sion Fire Seald 


Type of Burn 


\ 
J 
) 


> = 
Pos Es Bs Bs B sBs 
Definite pyogenic 42 365 4 10.015 30.019 136 4 20.0% 37.116 8&9 
infection 
Acute upper res- 34626 9 25 8 16013 9.3 4 2.018 2.716 89 
piratory infections 
Scarlet fever..... -83 Us 8 1 2010 7.1— 8 11.4 6 2.7 
Pneumonia........ 660232 4686 431 65086 314 3 = «1.7 
Otitis media ...... 6 652— — 2 404 29— — 3 48 3 L7 
Whooping cough... 1 09 1 25—- —— — — — 1 14— 
1155 100 2 3.031 55 393 9 6.00 8546 


extremities, excluding the hands and feet, I think that 
it offers one of the best solutions to the local therapy 
approach and it is not only amazing but very gratifying 
to see the well healed and smooth areas which are 
effected. However, no matter how carefully carried out, 
this procedure does not and cannot prevent sloughing 
in the deeper burns, for reasons previously given. Care 
must be exercised also in not making the pressure too 
great over the patella, as a pressure sore and slough may 
ensue in this poorly padded and superficially protected 
area. 

After the removal of the compression bandage and 
when sloughing has taken place or still is taking place, 
it is obvious that further therapy is indicated before 
restoration can take place spontaneously or before aid 
can be given by grafting. 

It is at this point that, on the removal of the com- 
pression bandage and in the face of considerable slough- 
ing, infection or both, one may resort to the tubbing 
method in order to expedite the removal of the slough, 
to counteracting of the infection and to prepare the part, 
if necessary, for grafting, solution of sodium hypochlo- 
rite or a similar solution being used to replace the wet 
dressings previously described. 
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discussion. 
for spontaneous grafting as a rule, because I feel that 
the results are equal to, if not better than, those in which 
intervention is instituted. Naturally there is no hard or 
fast rule as to the time element before grafting. How- 
ever, in the handling of my patients, as long as there 
is any evidence of spontaneous healing, with a new 
island of epithelium appearing here or there, I permit 
nature to carry on as far as possible. One can usually 


In my series, 20 cases (8 per cent) were treated by 


the closed method, and I had the good fortune to follow 
the work done on a similar number of cases in another 


hospital. The temperature curve (chart 2) shows the 
rapidity with which the fever was reduced in my group. 
The length of hospitalization averaged forty-three days 
—fifty-six for the fire burns and thirty for the scalds 
(table 1). 

Complications in some form arose in 115 (46 per 


cent) of the cases. Definite secondary pyogenic infec- 


tion headed the list, with 42 cases (36.5 per cent) ; 
acute infection of the upper respiratory tract was next 
with 34 cases (29.6 per cent); then scarlet fever with 
13 (11.3 per cent), pneumonia with 11 (9.6 per cent), 


otitis media with 6 (5.2 per cent), bronchitis with 5 


(4.3 per cent), diphtheria with 3 (2.6 per cent) and 


whooping cough with 1 (0.9 per cent). Table 2 gives 
this list. 
percentage of complications, while, as to method, the 
crust formers, wet dressings, compression method and 
tubbing procedure had the greatest percentage of compli- 
cations in the order named. 


The fire burns showed by far the greater 


The percentages were 
based on the total number of patients treated by each 


method. 


In 46 cases (19 per cent) what would be considered 


a severe hypertrophic or keloidal condition developed 
in one or more areas, and these required some special 
form of therapy for attempted reduction. Thirty of these 
cases, or more than 65 per cent, occurred in those chil- 


dren burned by fire and where, as a rule, deep sloughs 
of burned tissue played a role. Only 10 of these patients 
(4.2 per cent) required some form of orthopedic inter- 


vention. 


It is well known that some persons are prone to have 


keloids, and often out of proportion to the amount of 
damage to the tissue, but certainly this tendency could 
not account for the large number of keloids presented in 
this series. 


It has been suggested often that if a grafting pro- 


cedure were to be instituted earlier there would be less 
chance for keloidal formation. This I would honestly 
question, for I have seen keloids develop in quite 
a few cases in which early grafting was done, and 
even after work done by the most careful and expert 
operators. 


Regarding the time to graft brings up an interesting 
I think it is a wise procedure to permit 


determine the time to graft by the failure of new 
epithelial islands to appear, or the lack of extension or 
coalescence of the islands already evident. Then again 
a great deal depends not only on the depth of the slough- 
ing areas but on the time necessarily required for the 
complete separation and removal of these sloughs. 

Thirty-six patients (15.2 per cent) required grafting, 
and all survived. One patient had a homograft with 
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the father as donor, and the patient held the graft 1 
the astonishing time of over six weeks. 

There were 14 deaths, or 5.6 per cent. All the death: 
occurred on or before the seventh day, with one excep 
tion, which occurred on the ninth day. In other words 
every patient survived who lived to the tenth day, (; 
the 14 patients who died only 1 had an area involye. 
ment of less than 20 per cent, and 9 had a minima! 
involvement of 35 per cent. Only 1 was more thay 
4 years of age. One death was attributed to shock and 
occurred the next day after the burn; 8 were due ty 
pneumonia, 3 to a septicemia, 1 to an embolism and | ty 
erysipelas. 

COMMENT AND CONCLUSIONS 

I fully realize that to evaluate something one must 
compare similar or like conditions. This is obvious) 
difficult to do when one is dealing with burns ; however. 
in presenting the various forms of local therapy in the 
management of 250 burned infants and children, I wish 
to make the following general comment : 

1. It is of prime importance to resort to systemic or 
supportive therapy before any form of local approacl 
is considered, and the supportive treatment must be 
maintained throughout the local management. 


2. Burns caused by fire are of greater intensity and 
usually manifest themselves as third degree involvement. 
They require greater care and longer hospitalization 
than scalds, irrespective of the type of local therapy. 


3. According to age grouping, infants 1 year and 
under have the shortest convalescent period, owing to 
the fact that the majority of injuries are by scalding. 
Children 2 to 4 years of age present the most serious 
problems and have the longest hospitalization period. 
According to location, cases in which there is involve- 
ment of the leg require the longest convalescent period. 


4. The greater the lapse in time before proper local 
therapy is instituted the greater the number of infected 
wounds and the greater the stay in the hospital. “Home 
remedies” also are a detriment. 

5. Débridements should be thorough and complete, 
aseptic technic being used in all cases. 


6. Sloughing of the deep and devitalized burned tis- 
sue is part of the natural body defense and cannot be 
prevented, no matter what type of local therapy 's 
instituted. 

7. In spite of condemnation by many workers, wet 
dressings have their place in therapy for burns; like- 
wise the crust formers, the tubbing method and the 
compression procedure. Combinations of the methods 
may and should be used to enhance the desired end 
result. 

8. Secondary infection and irregular sloughing pla! 
important roles in causing hypertrophic tissue and keloid 
formation. Secondary pyogenic infection heads the lis 
of complications, while acute infection of the uppé 
respiratory tract is second. 

9. Spontaneous healing should be permitted and 
encouraged before resort is had to grafting. 

10. In a series of 250 burned infants and children. 
every one survived who lived to the tenth day. There 
were 14 (5.6 per cent) deaths, with pneumonia topp!™ 
the list of contributory causes. 
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One learns by trial and error. Only by facing the 
facts, being open minded and using logic can one hope 
to evaluate properly the different forms of therapy. 
Certain it is that each case presents a problem unto 
itself, and it is only through experience in the treatment 
of a great number of burns that personal equation 
will, as a rule, direct the proper local approach in a 
eiven case. I wish to think of it as a selective form 
of approach and management, taking into consideration 
the extent, depth and location of the injury, and whether 
the burn was caused by fire or by scalding. 

Then again, perhaps the saying “I treated him, but 
the Lord saved him,” should be given more than secon- 
dary consideration. 

717 Provident Bank Building. 


ABSTRACT OF DISCUSSION 


Dr. R. H. Atpricu, Boston: At the Boston City Hospital we 
average between one hundred and sixty-five and two hundred 
and twenty-five large burns a year. From 1930 through 1934 our 
method of choice was the use of a 2 per cent aqueous solution of 
methylrosaniline. In 1934 we modified our treatment, having 
found that methylrosaniline is not a specific antiseptic against the 
gram-negative organisms. The modification consisted of com- 
bining methylrosaniline with brilliant green and acriflavine base. 
This is the so-called triple dye. In his series Dr. Lavender 
did not lose a burned patient who lived longer than ten days. 
This is a most important point, as most of the burned patients 
dying after ten days die of infection. My conception of a burn 
is that it is a large open surgical lesion usually infected with 
one of the streptococci. I feel that with the dye treatment, 
especially with the triple dyes, there is an opportunity to cut 
infection down to the minimum. Some of the patients of 
course may be lost as the result of complications such as 
pneumonia, and patients who have suffered burns involving 
over 75 per cent of the body area will usually be lost. How- 
ever, if every burn is considered a potentially infected lesion 
and treated as such the mortality will be reduced. We do not 
use the tub treatment. This was stopped many years ago because 
of the stormy courses that tubbed patients had. The early care of 
shock is one of the essentials in reducing mortality. I feel that 
every patient with a burn of 20 per cent of the body area or 
more should be considered a shock patient and treated as such 
until it is obvious that he is out of shock or will not go into it. 
If we are to lower the mortality to the minimum we must stop 
losing burned patients during the first three days. Once the 
patient is out of shock, which I attempt to combat by the usual 
methods of heat, rest and fluids, including saline solution, dex- 
trose, whole blood and plasma, my technic is simple. If the 
burned area has not been treated with an oil or a salve my 
debridement consists of taking off only the loose shreds of skin 
and excising the bleb. I use a 2.5 per cent aqueous solution of 
the mixture of three dyes, putting on one coat as fast as the 
previous one has dried. After six or seven coats a flexible eschar 
Is formed, and this, unlike the tannic acid, will not hide infection. 
It is soluble and will become moist and soft if any pus is under 
it. If this should happen I elevate the eschar with a pair of 
issue forceps, trim it away with a pair of scissors, pat the under- 
lying area with a dry, sterile sponge, and respray. This pro- 
cedure goes on until new epithelium spreads through the burned 
‘rea or until the tissues show evidence that they will accept 
skin grafting, 

Dr. Avatsert G. Bettman, Portland, Ore.: I agree with 
most of the statements Dr. Lavender has made; however, I 
prefer to keep the dressings dry until healing is completed. 

treatment of burns resolves itself into the treatment of 
shock (stopping loss of fluids from edema and weeping and 


fixing toxins) and later healing the wound. Heretofore | have 
tried to heal the wound as the patient was going into shock. 
Forty per cent of the total fluid shift takes place in the first 
hour and 60 per cent of the deaths occur in the first twenty- 
four hours. These are significant statements. Therefore a 
treatment which requires more than an hour to become effective 
is to that extent inefficient. Three patients having over 80 per 
cent (one over 90) of their body surfaces burned have been 
saved. Albuminuria and urinary suppression do not occur in 
patients who have not had grease or oil applied. Usually the 
surface is entirely healed when the coagulum comes away. 
Tannic acid and silver nitrate solutions seal the surface at once. 
Of more than 500 burned patients only 16 have been lost; 13 
came either_in severe shock or died of some condition not 
related to the burn. The treatment is as follows: A narcotic 
is given and fluids started, 1,000 cc. for every 25 pounds every 
twenty-four hours, increased or decreased according to hemo- 
globin readings. Grease or oil, when present, is removed with 
ether. Freshly made 5 per cent tannic acid solution is applied 
followed by 10 per cent silver nitrate. Applications with cotton 
swabs are best, giving no peripheral ring of moisture the next 
day. The patient is then placed in a tent heated by electric 
lights and the surface dried and kept dry (without cold drafts). 
The coagulum gradually comes away or is removed, at which 
time most burns are entirely healed. Unhealed areas are epi- 
thelized with oxyquinoline sulfate scarlet red gauze. Skin 
grafting is rarely needed. The average time for recovery is 
from three to four weeks. Often the skin peels off as a glove, 
but no fingers or other members have been lost since this treat- 
ment has been employed. The solutions are applied to the face 
as to other parts with the same gratifying results. 


Dr. H. Jerry Lavenper, Cincinnati: I agree that the con- 
stitutional treatment comes first, and I think it will be recalled 
that I mentioned that in the premise of my paper. Drs. Aldrich 
and Bettman haven't agreed with everything I mentioned; there- 
fore I might take two or three exceptions also. I am not 
against tannic acid or any of the crust formers. I think they 
have their place, but I think the indications are definitely limited. 
For scalds they play a marvelous role, but I think they are 
contraindicated in the types that we know definitely are going 
to slough. I make that unqualified statement. Otherwise I 
think there are decided indications for their use. A word 
regarding homografts: There was 1 case in particular in which 
a homograft was used from the father. The graft held to the 
astonishing time of six weeks. As far as I know, that is the 
longest time on record. We thought perhaps we were going to 
have, for the first time in medical records, a case in which a 
homograft was going to hold. We watched it for a long time, 
and finally at the beginning of six weeks it began to disappear, 
as all homografts do. 


Typhoid Vaccination in the Army.—The use of typhoid 
vaccine as a protective measure was introduced in the Army, 
on a voluntary basis, in March 1909, and during that year less 
than one thousand individuals were protected. This voluntary 
system was continued through 1910, and by the end of that 
year approximately 15 per cent of Army personnel had been 
protected. In March 1911 a division of troops was mobilized 
in Texas, and for the first time the use of typhoid vaccine was 
made compulsory for all troops (fifteen thousand) serving in 
that area. The results obtained in the prevention of typhoid 
were most excellent. On Sept. 30, 1911 the use of typhoid 
vaccine as a protective measure for all military personnel was 
made mandatory, and by the end of that year approximately 
85 per cent of all military personnel had been protected. It is 
evident from the foregoing statements that the full effects of 
this protective measure did not begin to appear until about 1912. 
—Immunization to Typhoid Fever: From the Research Labora- 
tories of the Army Medical School, Washington, D. C., Johns 
Hopkins Press, Baltimore, 1941. 
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ROENTGEN DIAGNOSIS OF THE 
PRIMARY TUBERCULOUS 


INFECTION 
C. C. BIRKELO, M.D. 
DETROIT 


Our present knowledge of the first infection with 
tuberculosis is the result of a careful correlation of 
postmortem findings, much animal experimentation and 
repeated roentgen examinations. Briefly, it may be said 
that the desire to understand fully this perplexing prob- 
lem has péfsuaded all physicians interested in tubercu- 
losis to combine their efforts to the extent that we are 
now able to say that we have a fairly accurate under- 
standing of the entire primary complex as it occurs 
in both the child and the adult. 

It is a little less than twenty years ago since our 
knowledge of the tuberculous infection, as it occurred in 
the child, was so meager and uncertain that the clinician 
looked on the roentgen examination as only one link 
in a chain of evidence necessary to decide whether or not 
the child had tuberculosis. We knew then, as we do 
now, that the first infection with tuberculosis occurred 
in the child in the majority of instances. We also knew 
that the calcium deposits often found in a chiid’s lungs 
were indications of a tuberculous involvement, and much 
time and concern were devoted to the finding of such 
deposits. When they were found, open air schools, 
summer camps and restricted activities were prescribed 
for such children. As time went on and we all gained 
experience, it soon became well known that the first 
infection with tuberculosis was relatively benign in the 
majority of instances and that this phase often existed 
and passed without either the family physician or mem- 
bers of the family becoming aware of its existence. 

Since the first infection with tuberculosis was most 
commonly found in children, it was decided by the 
National Tuberculosis Association that the first infec- 
tion should be called the childhood type of tuberculosis 
and that the later infection, most often found in the 
adult, should be named the adult type of tuberculosis. 

Many objections were made to the term childhood 
tuberculosis because it was not infrequently found in 
the adult and especially the young adult. In the 1940 
edition of Diagnostic Standards, published by the 
National Tuberculosis Association, the name childhood 
type has been changed to the primary phase of tuber- 
culosis, and similarly the adult type is now called the 
reinfection phase of tuberculosis. In this discussion 
the names used in the last edition of Diagnostic Stand- 
ards will be used. 

In the primary tuberculous process the method of 
infection is commonly through the inhalation of the 
tubercle bacilli into the lung. Occasionally it develops 
in the gastrointestinal tract through ingestion of infected 
material. More rarely this infection takes place through 
the cutaneous route by introducing infected material 
into a wound or an abrasion. 

The first site of this infection in the lungs is the 
alveolar spaces, which soon become filled with phago- 
cytes, and small areas of consolidation are formed. How 
many tubercle bacilli are necessary to produce this infec- 
tion we do not know, but it is known that when they 
do gain entrance in sufficient numbers to cause infec- 


From the Herman Kiefer Hospital. 
Read before the Section on Radiology at the Ninety-Second Annual 
Session of the American Medical Association, Cleveland, June 4, 1941. 
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tion they multiply very rapidly and the infection soon 
extends along the lymphatic channels into the regiona| 
lymph nodes. During this period the bacilli groy 
freely and without much interference. Soon a sengj- 
tivity toward the tubercle bacillus develops in the body 
and an attempt to focalize and limit the infection does 
occur. Dr. Woodruff has shown by animal experiments 
that this focalizing begins in from seven to ten days after 
the introduction of the bacilli. It is because of this sep- 


‘sitivity that we are able to obtain the tuberculin reaction. 


The permanence of a positive tuberculin test is a dis. 
puted question, but it is believed that when the test js 
permanently positive nearly continuous stimulation has 
existed. It is however known that, if the primary lesion 
heals completely, the tuberculin test may again become 
negative. 

During the early stages of the infection there are no 
symptoms from the primary phase, but with the develop- 
ment of sensitivity a mild fever may occur which passes 
unnoticed except in a few instances when the infection 
has invaded a large area of the lung before it has become 
limited. The parenchymal lesion, when small, will soon 
become invisible in the roentgenogram, but when it is 


A 


Fig. 1.—A, typical primary infection with parenchymal infiltration and 
lymph node enlargement. B, appearance eight months later: calcium 
deposits shown in both the parenchymal lesion and the lymph node. 


large many months may be required before it clears. 
Whether large or small, these lesions often caseate and, 
when caseation occurs, calcium deposits are common. 
This deposition of calcium was first described by Gohn 
and has since been called the Ghon focus. This focus 
may be large or small, depending on the extent of the 
caseating process. 

It has previously been stated that from the paren- 
chymal primary lesion there is a rapid spread or drain- 
age along the lymph channels into the regional lymph 
nodes. This pathway along the lymphatic channels also 
suffers some damage from the infection and, when heal- 
ing has taken place, we find narrow strands of fibrosis 
along the course of these lymphatics, which often remain 
for a long time and are frequently visualized in a roent- 
genogram. 

The primary infection is more often discovered only 
because of lymph node enlargement. In the majority 
instances these nodes are large, and more than one 
group of nodes may be involved by extension through 
communicating lymphatic channels. Occasionally bilat- 
eral node enlargement may be found because of such 
extension. 

When the primary infection recedes, these !ymp! 
nodes gradually become smaller, but calcium deposition 
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- very common in such nodes and extensive deposits 
may be found, again depending on the extent of casea- 
tion. 

The lymph nodes not infrequently become so much 
enlarged that they may occlude a large main stem bron- 
chus and cause an atelectasis. They may also ulcerate 
or rupture into a bronchus and cause a canalicular dis- 
mination into the lungs on either side. When this 
occurs, the behavior of the resulting lesions will be the 
same as in reinfection tuberculosis. The primary nodes 
may also rupture into the circulation. If it happens to 
he into a pulmonary artery, the lesser circulation may 
siter out most of this infection and confine the spread 
1) the lungs; but, if the rupture occurs into some pul- 
monary vein, hematogenous infection may occur in many 
organs of the body and meningeal involvement is nearly 
always fatal. Bone and joint tuberculosis as well as 
genitourinary involvement is often the result of such 
accidents. 

Such complications should be regarded as accidental 
happenings, and they are sometimes spoken of as secon- 
dary stages of the tuberculous infection. In the majority 
of cases they do not occur, but one often finds a small 
yarenchymal calcium deposit in the lung and a larger 
calcium deposit in the neighboring lymph nodes and 
they are spoken of as results of the primary complex. 
These evidences of the primary 
complex may remain for many years 
and often through the entire life 
span of the patient. 

The primary infection also occa- 
sionally occurs in the adult, and I 
have seen many such cases; their 
behavior has been the same as in 
the child. There are some who 
describe both an anatomic and a 
clinical difference in the behavior 
of this lesion in the adult as com- 


The first roentgen findings of the very early primary 
lesion, found in the majority of cases, consists of a small 
area of consolidation in the parenchyma of either lung. 
The most common location of this lesion appears to be 
at the middle or basal portions of either lung, but they 
may also be found at the apexes. In the reinfection 
type of tuberculosis the upper half of either lung is by 
far the most common site, and purely basal lesions in 
this type of the disease occur in about 2 per cent of 
cases. 

There are however, many other disease conditions 
which produce small and large parenchymal consoli- 
dated areas at either the middle or the basal portions 
of one or both lungs, so the parenchymal lesion is not 
by itself diagnostic; but when small or large paren- 
chymal infiltrations are found with the regional lymph 
nodes definitely enlarged, one has the so-called primary 
complex and a diagnosis can usually be made. More 
often the parenchymal infiltration has disappeared at 
the time of the roentgen examination and only a lymph 
node enlargement is found. 

One or more groups of enlarged nodes may be found 
but they are commonly unilateral. As previously men- 
tioned, an extension may occur to the nodes on the con- 
tralateral side, and when this happens Hodgkin’s disease 
has to be thought of and ruled out. 


pared with the child. This is con- 
trary to my experience; but, if it 
should occasionally appear that a 
more severe infection has resulted, it is likely that one of 
the conditions previously mentioned as not uncommon 
accidental happenings has occurred, as it is known that 
they occur also in the child. 

Sometimes an apparent repetition of the primary 

tuberculous infection occurs in the same individual. My 
associates and I have found only 4 such cases, so the 
condition is very rare. Their behavior was the same in 
the recurring episode as in their first infection. 
_ This preliminary explanation of anatomic character- 
istics of the primary infection has been given so as 
better to understand and appreciate the roentgen find- 
ings ina primary tuberculous involvement. In the living 
person the roentgen examination is often the only 
method by which one can definitely state that a patient 
either has or has had such an infection. 

The common practice of making roentgenograms of 
all tuberculosis contacts has made it possible to find the 
‘ery early primary parenchymal infiltration and to 
observe its behavior. It has also been possible by serial 
toentgenograms to correlate symptoms and clinical find- 
ngs throughout the entire cycle of the primary complex 
in many instances. Sometimes we have been able to 
observe the time period from definite exposure to tuber- 
Culosis to the first appearance of the primary complex 
‘s seen in the roentgenogram. This period is some- 
times spoken of as the incubation period and varies from 
three to eight weeks. 


Fig. 2.—A, massive parenchymal infiltration in primary lesion, March 26, 1936; B, bronchial 
obstruction and atelectasis, April 21, 1937; C, the end result Nov. 30, 1938. 


The roentgen appearance of the tuberculous lymph 
nodes is rather characteristic in this respect: they are 
often extensively enlarged and out of proportion to 
clinical findings and symptoms. This finding is so com- 
mon that it is a mistake to mention adenopathy unless 
the nodes are clearly seen in a well made roentgenogram. 
Careless description of uncertain findings will always 
invite differences of opinion by different observers and 
confuse the clinician whom we are anxious to help with 
expert opinion. It is true that there are small nodes 
and borderline cases in which there is some doubt about 
visible nodes. In such instances it is our duty to 
examine further and, if necessary, allow a few weeks 
to pass and again examine the chest with such roent- 
genograms as are necessary—such as oblique and lateral 
projections. 

DIFFERENTIAL DIAGNOSIS 

In the majority of instances the diagnosis of a pri- 
mary tuberculous infection can be made from a good 
roentgenogram. There are, iowever, a few pulmonary 
diseases which may produce similar roentgen findings ; 
namely, a parenchymal infiltration with regional lymph 
node enlargement. This often happens in broncho- 
pneumonia in children, complicating some contagious 
disease, such as whooping cough. From the roentgen- 
ogram alone it may not be possible to rule out pneu- 
monia entirely, but there is usually this difference, that 
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the lymph nodes occasionally visualized with a pneu- 
monic process are much smaller than those found in 
the primary infection of tuberculosis. If there is an 
opportunity to reexamine in a week or ten days, one 
will find that the pneumonic process has either cleared 
or formed an abscess. The lymph node enlargement 
which occurred with a pneumonic process will usually 
disappear from the roentgenogram at the same time at 
which the resolution of the pneumonic process occurs. 


Clinical and laboratory findings should also be: 


obtained and are always very helpful. The sudden 
onset of pneumonia and the high fever with a high 
leukocyte count are often sufficient to differentiate the 
two conditions. Elevation of temperature in a primary 
tuberculous process will usually mean complications, 
such as miliary infiltration or atelectasis from bron- 
chial obstruction, but will not often be associated with 
leukocytosis. 

Hodgkin’s disease is often more difficult to differ- 
entiate from the primary lesion when the only roentgen 
evidence consists of lymph node enlargement. In 
Hodgkin’s disease the lymph node enlargement is com- 
monly bilateral and of nearly equal extent on the two 


Fig. 3.—A, primary lesion with bronchial obstruction and atelectasis, 
Jan. 12, 1938; B, scar from parenchymal focus visible, Nov. 5, 1940. 
sides. They are also often extensive and progress 


rather than retrogress, so that in the roentgenogram of 
Hodgkin’s disease the mediastinal border has a scalloped 
appearance. In the primary tuberculous lesions the 
nodes are more often unilateral and they commonly 
retrogress and become smaller after the parenchymal 
lesion has disappeared. If differentiations cannot be 
made from the roentgenogram, the patient with Hodg- 
kin’s disease will soon acquire generalized adenopathy, 
and biopsy will then be possible. 

‘ew laboratory tests are of much value in differen- 
tiating the two conditions, but a tuberculin test should 
be made, and if it is negative it will be helpful. A 
ditterential blood count may occasionally help, but in 
itself it is not diagnostic. Reexamination with the roent- 
gen ray is more informative, because in Hodgkin’s dis- 
ease there is often rapid extension and the tuberculous 
nodes commonly become smaller or retrogress. 


LUNG ABSCBSS 


Lung abscesses are quite common in children and the 
young age groups and on a roentgenogram may resemble 
many other diseases, among them primary tuberculosis. 
In the child they are often the result of inhalation of 
foreign bodies. The opaque foreign body can often be 


found and should always be borne in mind and looked 
for. The nonopaque foreign body such as the peanut 
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is very common, and one variety will invariably produc 
an abscess. It nearly always produces bronchial obstry,. 
tion and atelectasis and, when this finding is not yer 
definite, inspiration and expiration films should 
obtained and the change in air content of each lung and 
the shifting of the mediastinum will be noticed whey 
bronchial obstruction is present. Lymph node enlarge. 
ment is generally lacking in an abscess and very prom. 
inent in the tuberculous primary lesion. If there jg a 
opportunity to observe the lesion and to obtain seria! 
roentgenograms, the lung abscess will excavate in a ver, 
short time. The parenchymal lesion in primary tuber- 
culosis nearly always becomes smaller, and excavatioy 
does not usually occur. Laboratory methods should be 
made use of; leukocytosis will frequently be found in 
an abscess and a normal count will be found in mos 
cases of the primary tuberculous infection. 


CYSTIC DISEASE 

Cystic degeneration occurs in the child as well as jn 
the adult, but it ordinarily resembles fibrosis from ; 
healed tuberculous process rather than an active primary 
infection. There are, however, symptoms such as 
hemoptysis with cough and expectoration which often 
brings them in for a roentgen examination. The out- 
standing roentgen finding is localized or generalized 
fibrosis with areas of rarefaction, sometimes resembling 
excavations. The location of the lesion in the lungs 
like a lung abscess, may be anywhere, but there is 
rarely any lymph node enlargement, whereas in the 
primary infection the lymph nodes are unmistakably 
enlarged. In recent years we have found so many oi 
these patients with cystic disease that we have learned 
to identify them from the roentgenogram, and the diag. 
nosis can generally be arrived at by instilling iodized 
oil, which easily enters the cystic areas and then estab- 
lishes the diagnosis. 


BRONCHIECTASIS 


The most common cause of hemoptysis in the chill 
and young adult is bronchiectasis, and for this reason 
we have many of these cases reported to us for roentgen 
examination. They, almost always give a history 0! 
repeated attacks of pneumonia and influenza, and when- 
ever the common cold invades their family circle the) 
are the ones who suffer the most. The colds will last 
for weeks in a bronchiectatic child, whereas a few days 
is the common course of this diséase in the otherwise 
normal person. In bronchiectasis the x-ray finding: 
are nearly always at the base of eithér-lung. The bron- 
chiectatic areas become infected often and the roentge! 
findings are then a mottled appearance at the base. 
These ordinarily do not produce any-large areas 0! 
consolidation like the pneumonic infiltration but rather 
a scattered mottling with very small areas of consolida- 
tion. As the infection clears, these small areas of co 
solidation will also clear only to reappear with the nex! 
upper respiratory infection. Bronchiectasis is usually 
not associated with any lymph node enlargement. 0 
instillation of iodized oil will nearly always establis! 
the diagnosis, and the cylindric or saccular variety “ 
bronchiectasis will be found, depending on the extet! 
of the disease. 

ATELECTASIS 

Atelectasis indicates some bronchial obstruction até 
may occur as a result of foreign bodies or tumors within 
the bronchus or from contraction of scar tissue as the 
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result 0! ulceration within the bronchus. It may also 
he prod ced by pressure on the bronchus from without. 

It is not uncommon to find that the lymph nodes in 
primary tuberculous infection compress a main stem 
hronchus to the point of occlusion and cause a consider- 
able area of atelectasis. The roentgen examination may 
not disclose the cause of such bronchial obstruction but 
+ should record or suggest the possibility of atelectasis 
and describe lymph node enlargement when present and 
jemonstrable. It will lead the way to further investiga- 
jon, such as bronchoscopic examination, which will 
viten give positive information and may lead to removal 
oi the obstruction and reestablishment of aeration 
through the atelectatic area. 

Taylor and Hamilton avenues. 


ABSTRACT OF DISCUSSION 

Dr. FREDERICK SLYFIELD, Seattle: In the event that we look 
on what we have been accustomed to calling primary tuber- 
culosis or the primary complex or childhood tuberculosis as 
clinical disease, are we to assume that every time we get a 
yositive tuberculin test we must call that tuberculosis? In that 
eyent it seems to me that we are going to be in for a great 
deal of difficulty. I should like to have that point clarified. 

Dr. Ratpw S. Bromer, Bryn Mawr, Pa.: As a roentgenolo- 
vist I regard the use of the oblique films as most important. 
They are of aid in demonstrating enlarged lymphatic nodes 
lying at the bifurcation of the trachea, the other nodes of the 
tracheobronchial group and also the paratracheal groups. I 
have found the latter frequently involved in postmortem exami- 
nations. In many cases of tuberculous meningitis enlarged nodes 
have not been demonstrated in films of the chest in the search 
ior the primary focus because of failure to secure oblique films. 
In survey work in children, the single anteroposterior view 
irequently fails to demonstrate enlarged nodes, evidence of 
primary infection. It is sometimes possible to demonstrate in 
roentgenograms enlarged nodes and parenchymal involvement 
as part of the primary complex in patients who have a history 
of positive contact and also have a positive tuberculin reaction. 
But usually it is impossible to say in cases of moderate or 
extensive parenchymal involvement whether or not one is deal- 
ing with a primary infection or a reinfection. 

Dr. C. C. Birketo, Detroit: I am sorry that I did not take 
the time to read the entire paper, because in it I tried to explain 
the thing the clinician wants us to do. He wants us to describe 
what we see in the films that we make, and it does not make 
any difference how many films one wants to take in order to 
make the diagnosis. We do know that the first infection is 
nearly always in the lymph nodes. We know that these patients 
behave in a certain manner. They do not need any collapse 
therapy. If you take them away from the source of infection 
0 that they don’t live in an atmosphere of open contact with 
tuberculosis they do well without any other treatment. On the 
other hand, when one begins to see cavities one has to do some- 
thing. It is then a question of therapy, and the clinician depends 
on X-ray men to decide whether it is primary or reinfection. 
They ask me those questions every day, and I try to answer 
them. Sometimes I can, sometimes I cannot. The National 
Tuberculosis Association has definite views as to terminology. 

De. Horton R. Casparis, Nashville, Tenn.: I am_ not 
criticizing Dr. Birkelo for following that terminology. I am 
‘ringing up the question because I think eventually we all have 
‘© get away from that situation. I don’t think it is quite fair 
‘0 ask you to make that distinction. Clinicians too often ask 
the x-ray man to do everything for them. We have got to 
do this together. A good x-ray man is going to show us 
“blique films. Everything has got to be on an individual basis. 
We have got to have a series, we have got to have oblique 
re we have got to have everything that radiologists can 
“ide in any individual case. Regarding the question of call- 
"g everything tuberculosis, I think that if one were able to 
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do autopsies on all those with positive tuberculin tests one 
would find aetive tuberculosis but not enough. Similarly, if 
one takes out any tonsils one always finds a pathologic condi 
tion in the tonsils but one doesn't call it tonsillitis. | would 
suggest that we make the differentiation and say we have 
tuberculous infection, and then with all the means at our dis 
posal, if we think that infection is causing the patient enough 
trouble to necessitate our doing something about it, modifying 
in any way his behavior or his existence, we are treating and 
then we can call that tuberculosis. That would be a practical 
differentiation—infection, then tuberculosis. It is true that 
more tuberculous infection is seen in children, a greater inci 
dence of certain types of tuberculous infection, probably, than 
in adults. But one often sees the same type in children that 
one sees in adults, and in adults, certainly young adults, one 
sees the same type one sees in children. Tuberculous infec- 
tion may come in these seizures and, as we go along, suddenly 
these persons become ill and we find some reason for it; then 
it is tuberculosis. 


NECK PAIN 
THE LAMINAGRAPH AS AN AID TO THE 
DIAGNOSIS OF ATLANTO-OCCIPITAL 
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ST. LOUIS 


Pain in the neck or occipital region with radiation 
toward one or both shoulders usually follows a recog- 
nizable symptom-sign syndrome which can be accurately 
diagnosed and effectively treated. There are other cases 
in which, while the clinical picture and physical mani- 
festations are certainly clear cut, the examination and 
roentgenograms have heretofore failed to reveal any 
demonstrable pathologic condition. 

In the past we have encountered such patients who 
were suffering from a type of neck pain which had been 
resistant to all attempts at satisfactory analysis, to say 
nothing of their complete impassiveness to the usual 
forms of therapy. Repeated and persistent efforts to 
identify the condition as bursitis, tendosynovitis, peri- 
arthritis, cervical rib phenomenon, anterior scalenus 
syndrome, supraspinatus disturbance, a localized myo- 
fascial lesion or, in some cases, even anatomic changes 
in the cervical vertebrae failed by all diagnostic as well 
as therapeutic tests. The ordinary roentgenograms of 
the cervical and shoulder regions in these cases repeat- 
edly had been pronounced negative. The patient usually 
had seen every one, had tried everything and felt no 
better. 

Finally, the physician came to segregate this group 
by the simple expedient of observing their response to 
intermittent sessions of head traction. This type of 
therapy generally brought a satisfactory response by 
relieving the patient of pain and again allowing him the 
normal ranges of motion. While the patient was grate- 
ful the physician was still not completely happy because 
of his inability definitely to classify the pathologic con- 
dition and because this particular therapeutic effort 
remained in the category of the empirical. 

With the advent of the laminagraph, a new field of 
pathologic possibilities was opened up. This type of 
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roentgenography, so-called body section roentgenog- 
raphy, can discard, in a manner of speaking, the over- 
lying maxilla and present only the plane of the occipital 
condyles and the atlanto-occipital joints in sharp focus, 
exceeding therefore the limitations of the field visualized 
in the routine anteroposterior view through the mouth. 
Body section roentgenography as defined by Dr. Sher- 
wood Moore,’ who in collaboration with Mr. Keiffer 
of Norwich, Conn., perfected the instrument called the 
laminagraph, is a type of roentgen examination whereby 
a particular section, plane or layer of the body can be 
visualizc | with more or less complete exclusion of other 
layers. Continuing the delineation, he explains the 
physical principle as one in which during exposure a 
synchronized coordinated movement of an x-ray tube 
and film takes place about a fixed axis in such a way 
that shadows of objects in this axis maintain a constant 
relationship to the film and tube, while objects not in 
this axis have a shifting relationship so that their 
shadows are dispersed. Simply by way of further elu- 
cidation it may be stated that body section roentgen- 
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occipital condyles are symmetrical and sit evently any 
squarely on the superior articulating facets of the atl, 
The atlanto-occipital joints, heretofore obliterated by 4); 
superimposed dense shadow of the maxilla, are presente; 
in clear detail and are seen to be smooth and equidistay; 
The lateral masses of the atlas are similar in both yer. 
tical and horizontal dimensions. The odontoid proces, 
of the epistropheus, or second cervical vertebra, is intae; 
and free from irregularity. The articulating surface, 
between the atlas and second cervical vertebra ap, 
smooth, equidistant and sit squarely one on the other 


PATHOLOGY 

The laminagram has disclosed various types of abnor- 
mality to the orthopedist so far as the occipital condyle 
and atlanto-occipital joints are concerned. The occipital 
condyles themselves may be asymmetrical or they ma) 
be displaced on the atlas so that there exists an atlanto- 
occipital subluxation. This may be the result of an acute 
traumatic incident. The atlanto-occipital joints may 
present various lesions: There may be a congenital 


Fig. 1.—-A, negative laminagram of atlanto-occipital joints at 8 cm. depth showing relation of occipital condyles to first cervical vertebra and of 


first cervical to second cervical vertebra. B, 
strating anatomic field outlined in 4. 


ography has found its greatest field of usefulness in the 
study of various pathologic conditions in the respiratory 
tract from the sinuses down to the various pulmonary 
conditions and, second, in parts of the axial skeleton. 
With special reference to the latter, it has been demon- 
strated that the first three cervical vertebrae can be 
studied and understood roentgenographically only by 
means of this body section method. Selecting patients 
with neck pain who did not respond to the usual types 
of therapy but did obtain relief from intermittent ses- 
sions of head traction, we therefore began submitting 
them to routine laminagraphic examination of the occipi- 
tal condyles and contiguous joints. 


NORMAL ANATOMY 
In a laminagram disclosing a normal occipitocervical 
region (fig. 1), the base of the skull, the occipital con- 
dyles, the atlanto-occipital joints, the first and second 
cervical vertebrae with intervening joints and the odon- 
toid process are well visualized and clearly defined. The 


1. Moore, Sherwood: Body Section Radiography, Radiology 33: 605- 
614 (Nov.) 1939; Body Section Radiography with the Laminagraph in 
Pulmonary Disease, Am. Rev. Tuberc. 38: 538-556 (Nov.) 1938; Prac- 
tical Applications of Body Section Roentgenography, Am. J. Roentgenol. 
44: 24-30 (July) 1940. 


anatomic specimen, decalcified, and sectioned in frontal plane through midpoint of odontoid process, demon 


fusion of one articulation or both ; there may be arthritic 
changes involving one or both sides—possibly more 
advanced on one side to the point of partial or complete 
obliteration of the joint ; as previously mentioned, there 
may be a subluxation of the joint. The lateral masses 
may be asymmetrical, as in a fracture of the atlas. |” 
such instances, one lateral mass as the result of con 
pression may be asymmetrical in the vertical and hori- 
zontal dimensions as compared to its opposite fellow. 
The odontoid process may be irregular, may be frac- 
tured through its base, may be tilted or may be actually 
dislocated. The articulating facets of the first and 
second cervical vertebrae may show arthritic changes 
may be asymmetrical or may be dislocated one on the 
other. 
CLINICAL SURVEY 
The clinical pictures of some of these lesions, apa 
from the frankly acute traumatic, have been neither 
simple nor clear cut. For instance: 


Case 1.—R. C., a woman aged about 63, was seen for the com 
plaint of pain about her neck on the right side behind the car and 
about the right shoulder. The pain was more severe the 
shoulder region and there was localized tenderness about the 
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hicipital groove as well as some tenderness referable to the 
of the deltoid. There was limitation of all movements 
; this joint. She also complained of dizziness and uncertainty 
walking at times. Before she was seen by us another physi- 
san secured a roentgenogram of the involved shoulder which 
vevealed calcification in the right subdeltoid bursa. She was 
treated for subdeltoid bursitis by means of infra-red heat, 
exercises and diathermy and received a high voltage roentgen 
treatment. Following this, the pain became more acute. When 
the patient was examined and the roentgenogram seen, the 
therapy of multiple injection and aspiration of the bursa imme- 
diately came to mind. However, limitation of motion was 
Jjemonstrated in the neck as well as some tenderness over 
the right atlanto-occipital joint and over the spinous processes 
of the lower cervical vertebrae. Before the aspiration was 
carried out, routine roentgenograms of the cervical vertebrae 
and the opposite (left) shoulder joint were taken, as well as 
laminagrams of the atlanto-occipital joints. They disclosed the 
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to the right. There was radiating pain to the left side of 
the neck, skull and face; there were also attacks of dizziness 
All movements of the neck were definitely limited. She had 
occipital headaches one to three times a month. She had seen 
many specialists. She had not succeeded even temporarily in 
obtaining relief. Her head was held with a list to the left 
Because the ordinary roentgenograms of the cervical spine had 
always been pronounced negative and she had been told repeat 
edly that there was nothing wrong with her neck in spite of 
the limitation of motion, she began to be a psychic problem 
as well. Laminagrams (fig. 2) disclosed a compression fracture 
of the lateral mass of the atlas on the right side. Also a sugges- 
tive posterior subluxation of the occipital condyles on the first 
cervical vertebra plus an angulation deformity of the shaft of 
the odontoid were demonstrated at about the midpoint by good 
detail lateral views. There was immediate relief from pain 
during sessions of head traction and her neck movements 
returned to their approximately normal range of motion. Tem- 


Fig. 2.—-Lateral views of cervical vertebrae. A, showing apparent posterior displacement of occipital condyles on atlas. B, postural correction; 


also deformity of odontoid process. Questionable old fracture. 


, routine anteroposterior view of first and second cervical vertebrae through mouth. 


showing diminution of joint space at arrow on right. D, anteroposterior laminagram of same area showing diminution in vertical dimension of lateral 


iollowing: beginning calcification in the left subdeltoid bursa, 
hypertrophic osteoarthritis of the cervical spine and, in the 
instance of the laminagram, arthritis of the right atlanto-occipital 
joint. Since the shoulder abnormalities were now bilateral, 
although the left was asymptomatic, and in view of the cervical 
(isturbance, the injection and aspiration were deferred until 
a trial at intermittent head traction was employed. On the 
first trial of head traction and while being thus suspended, 
she was happy to find that she was free from pain and could 
move the involved shoulder joint almost throughout the normal 
range in all directions. Following the use of intermittent head 
traction and the subsequent wearing of a Thomas collar, she 
hecame asymptomatic. 


Pees 2—J. H., a woman aged 23, complained of pain in 
he neck of ten years’ duration. The onset was associated 
with an accident on a sled. The symptoms were aggravated 
our years ‘later when further trauma to the head and neck 
“curred during a motor car accident. The pain in the neck 
‘as continuous; it was increased when she rotated her head 


lass on left (old compression fracture) and narrowing of joint space on right between cervical vertebrae 1 and 2 


porary use of a Thomas collar was followed by complete relief 
from pain. 

Case 3.—T. C., a woman aged 58, had been employed many 
years in a knitting mill handling a box-stapling machine. She 
maintained an average of one hundred staples a minute, so 
that her head was incessantly in motion turning to the right 
and back again. She also recalled having injured her head 
and neck in an automobile accident many years before. She 
complained of pain in her neck and at the base of the skull 
for the past two years, as well as a “grinding” sensation on 
turning her head. She felt that the pain was worse when 
the weather was bad. There were intervals of dizziness and 
attacks of headaches. She had limitation of motion to the 
right. Laminagrams of the occipital condyles (fig. 3) revealed 
a narrowing of the joint space between the occiput and the 
first cervical vertebra on the right as compared to the left. There 
was also a diminution in the vertical dimension of the lateral 
mass of the first cervical vertebra on the right as compared 
to the left. The joint space between the first and second cervical 
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vertebrae on the right was narrowed. The diagnosis was there- 
fore traumatic arthritis of the cervical spine and, because of the 
diminution in the lateral mass on the right side, questionable 
old compression fracture of the first vertical vertebra. Inter- 
mittent sessions of head traction and the wearing of a Thomas 
collar caused a great deal of improvement. 

Case 4—M. F., a woman aged 47, sustained an injury, 
revealed in a laminagram, during a motor car accident and 
refused to submit to 
first aid or early treat- 


fracture through the 
base of the odontoid 
with dislocation of the 
first cervical vertebra 
on the second. The 
patient was, of course, 
subject to persistent 
pain but has obtained 
relief by means of in- 
termittent sessions of 
head traction and the 
use of a Thomas collar. 

Case 5.—S. W., a 
lawyer aged 53 and a 
chronic alcoholic, had 
severe occipital head- 
aches which persisted 
for eight weeks. He 
could obtain relief by 
lying down and was 
subject to attack only in weight bearing attitudes. There was a 
feeling of fulness on the right side of the neck and a grating 
sensation at the base of the skull on movement. This was further 
complicated by an increasing difficulty in swallowing. He was 
placed in bed in sustained head traction for several days. After 
the first few hours, the pain in the neck disappeared and he 
was able to swallow normally again. He was soon allowed 
up, receiving intermittent sessions of head traction, wearing in 
the intervals a supportive Thomas collar. On his discharge he 
was given a head traction unit to use in his home at intervals 
during the day. He obtained immediate relief from his neck 
symptoms, but whether this status can be maintained in the 
face of the alcoholism is questionable. However, he has been 
asymptomatic for a year. 

Laminagrams (fig. 4) disclosed a congenital anomaly asso- 
ciated with the transvers@ process of the first cervical vertebra 
with a pseudarthrosis, between it and the base of the skull. 


Fig. 3. 


Anteroposterior laminagram of 
occipital condyles demonstrating narrowing 
of joint space between occiput and first cer- 
vical vertebra on right and between first 
cervical and second cervical on right (old 
fracture of lateral mass). 


ment. There was a 
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changes and told him that the pain would probably < sappear 
He then spent six weeks in the South. Without having obtaine: 
relief, he saw another dentist, who extracted three of his tee) 
Besides pain persisting in a radiating manner down the righ; 
arm, he began feeling some pain down the left arm. Ther, 
followed ten days at a health resort at which he took the baths 
He returned to town with the same complaint, saw anothe 
physician and started diathermy treatments again. This proved 
futile. He next tried a physical therapeutist, who administere; 
diathermy, electrical stimulation to the neck and arms, massay, 
and Scotch douches. He also had resumed taking vitamin p 
pills. With no relief, he sought the advice of a neurosurgeop 
Although the latter declined to accept the case, he did sugges; 
an electric vibrator. He next saw two orthopedists, the or 
telling him that there was nothing to be done but to “grin an) 
bear it,” the other taking more roentgenograms of the shoulder 
in which a calcified mass in the subdeltoid bursa could not } 
demonstrated. Multiple injections and irrigations with procaine 
hydrochloride and saline solution were carried out. This proved 
valueless, so he went to an internist and was placed on 4 
course of sulianilamide. Following this he received a cours 
of injectionsewith bee venom. As a final effort he had hi. 
sinuses checked by an otolaryngologist, but this examination 
revealed nothing of moment. 

In spite of the varied therapies which he received, he presented 
himself in July 1940 with pain in the neck radiating dowy 
to the shoulder on the right side, about the right shoulder 
blade and down the right arm. There was a sensitive area 
to pressure in the region of the head of the radius. His right 
hand, both on the dorsum and in the palm, seemed numb at 
times. He had intermittent pain radiating down the left upper 
extremity. 

At this time laminagrams of the cervical vertebrae revealed 
a definite right atlanto-occipital arthritis. There were osteo- 
arthritic changes between the fifth, sixth and seventh cervical 
vertebrae. After three weeks of intermittent sessions of head 
traction and the wearing of a Thomas collar, the peculiar pains 
in his forearm and hand disappeared and the neck pain sub- 
sided. At the present time he is completely recovered. 


Cast 7.—E. M., a woman aged about 52, had been subject 
to rather severe occipital headaches, pain in the neck and pain 
radiating down the left shoulder and arm for a year. She had 
had vague intermittent pain in the neck for many years. She 
was told that “it was nerves and that she would be forced 
to take it.” Movement of her head to the left was limited a 
well as limitation of abduction and internal and external rota- 
tion of the left shoulder. The ordinary roentgenogram 1) 
lateral view showed arthritic changes of the cervical vertebrae 


| 


Lateral 
Regular. 


Fig. 4.—A, regular anteroposterior view of first and second cervical vertebrae through mouth, not demonstrating any remarkable pathologic condi: 
tion. B, anteroposterior laminagram of same area demonstrating congenital anomaly of transverse process of first cervical vertebra with pseudarthrosis 
between its outer end and base of skull. C, lateral view of same area demonstrating spinelike process on superior rim of atlas. 


The lateral view disclosed a hypertrophic spur on the anterior 
portion of the atlas. 


Case 6.—C. P., a man aged 62, contracted a painful neck 
and right shoulder, with pain radiating down the right arm 
to the fingers, while exposed to inclement weather during a 
hunting trip. The first physician on his return to town gave 
him diathermy treatments and injections of vitamin B:. He 
had his teeth checked by a dentist. He went to another physi- 
cian, who took roentgenograms of the shoulder, saw no anatomic 


The laminagram disclosed an atlanto-occipital arthritis on the 
right side. The film of the left shoulder showed no changes 
Following head traction the headaches disappeared, pain 1" 
the neck and shoulders subsided and the movements of the 
neck approximated normal. With regular exercises, the move 
ments of the shoulder joint became of full range. 

Case 8.—J. K., a university student, while tumbling sustained 
an injury to his neck. The neck became stiff, the head was 
tilted to the right and there’ was decided limitation of motion 
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he t. Laminagrams (fig. 5) taken shortly after the 
isclosed a rotary subluxation of the occiput on the 
ules to the right, as well as a mild rotary subluxation of the 
cect cervical on the second to the left. Reduction by traction 
4 mild manipulation cleared away the symptom complex. 

case 0 —E. R., a woman aged 35, complained of a painful 
eck of some eleven years’ duration. She had never been able 

acquire any appreciable relief even for temporary intervals. 
\fore recently she was having pain about the roof of her mouth 
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arms across his chest, bringing the shoulders forward. 
most of the traction force can be diverted toward the 
posterior part of the neck and shoulder muscles. By 
moving his hips forward and hiking his pelvis he can 
transmit this force to the paravertebral low back 
muscles. Such a traction session is carried on for a 
period of from one to several minutes; traction is then 
released and the patient is allowed an interval of rest. 


Fig. 5.-A, anteroposterior view of cervical vertebrae showing tilt of head to right but no demonstrable abaormality. B, ecperepeemsiter view through 


mouth of first and second cervical vertebrae, demonstrating rotatory subluxation of cervical vertebra 1 on 2. (C, anteroposterior 


aminagram disclosing 


rotatory subluxation of occiput on atlas to the right as well as mild rotatory subluxation of cervical vertebra 1 on cervical vertebra 2 to left. 


on the right side, about the right temporomandibular region 
and radiating down the right side of the neck along the para- 
vertebral muscles. She complained of a grating sensation on 
rotation of the head and a crawling sensation over the right 
side of the face. Because of the temporomandibular pain and 
occasional ringing in her ears, as well as a tendency to grit her 
teeth for relief, she was seen by an otolaryngologist and dentist, 
vhoseé examinations were negative. Laminagrams (fig. 6) of 
the occiptal condyles revealed an arthritis of the right atlanto- 
‘ccipital articulation and an irregularity of the joint. She 
obtains relief from her attacks by the use of intermittent head 
traction and a Thomas collar. Her attacks, while they do occur, 
have done so with less intensity and less 
Irequency. 


TREATMENT 


The apparatus used for head sus- 
pension both as a diagnostic and as 
a therapeutic aid is composed simply 
o| the ordinary Sayre head traction 
apparatus. We have made up our 
own head halter of canvas, which is 
more comfortable than the usual 
‘eather types. Intermittent head 
‘raction is obtained by adjusting the 
raction apparatus with head halter 
‘0 the patient and having him rise 
on his toes as high as possible. The 
raction unit is then made secure at 
this level and the patient gradually 
lets his heels down until they ap- 
proximate the floor. Usually there 
's sufficient traction by this method to allow for what- 
‘ver painless manipulation of the neck is desired. The 
patient is taught to relax completely. Usually the range 
“| active movements in traction is then checked by 
allowing the patient to move his head to the right, to 
the left, in hyperextension and in flexion. These move- 
nents are then passively carried out to their complete 
‘ange of motion. By flexing his head and folding his 


This procedure is usually repeated three or four 
times. The amount and duration of the traction force 
is carefully gaged to the comfort and tolerance of 
the patient. 

Other phases of the treatment are variable and 
adapted to the individual case. A rather acutely paintul 
neck as well as a chronically painful one may require a 
preliminary treatment of infra-red heat. The sessions 
of intermittent traction are spaced according to the 
need ; they may be employed daily, every other day or 
several times a week. This may or may not need to be 


__Fig. 6.—A, anteroposterior view through mouth, not demonstrating any notable pathologic con. 
dition. B, anteroposterior laminagram of occipital condyles showing right atlanto-occipital joint 
irregularity and arthritis. 


supplemented by the wearing of a Thomas collar. In 
very severe or very resistant cases, prolonged head trac- 
tion in bed may be necessary for a time. While thiamine 
hydrochloride and salicylates may be employed in these 
cases, ic is preferable not to employ any agent which 
will in itself obliterate pain during the early phase of 
treatment, for these agents may mask the picture and 
give an illusion that the traction method is both a diag- 
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nostic and a therapeutic success. These patients, espe- 
cially chronic sufferers, are often nervous and mentally 
disturbed because of the acute or prolonged siege. Very 
small doses of bromides temporarily administered are 
effective in helping them to regain their poise and self 
assurance while undergoing treatment. 


COM MENT 


There are many patients who present themselves with 
the complaint of neck pain or pain radiating about the 
shoulder. It has become apparent that a considerable 
number of these have their source of irritation in the 
cervical vertebrae rather than in the shoulder region, 
and in spite of negative routine roentgenograms of the 
cervical vertebrae laminagrams have demonstrated the 
pathologic condition to be about the occipital condyles 
and atlanto-occipital joints. 

One immediately begins to concern oneself about the 
distribution of pain in these instances. The possibilities 
are: first, pain emanating from muscle imbalance or 
spasticity secondary to joint derangement (somatic 
pain) ; second, pain emanating from irritation of the 
root of the nerves as they emerge from their bony 
foramina (radiculitis). 

Somatic pain may be a wily symptom. When it arises 
in skin or in exposed mucous membrane, the site of 
pain may be accurately indicated. But when pain arises 
from the deeper somatic structures, such as muscles and 
joint attachments, the localization may become a prob- 
lem. <A classic example of this is the referral of pain 
to the knee when the hip joint is involved. Muscle 
pain is disagreeable, diffuse, continuous and difficult to 
locate. If the patient, for example, feels the pain at the 
time he is describing it, he may localize it fairly well. 
At other times he may impress one as being very vague 
about this most disturbing annoyance. In cases of 
“fibrositis” and “myalgia,” tender spots may be giving 
rise to widespread referred pain and even to areas of 
referred tenderness. A strained joint gives rise to a 
“dull ache.” Strain on the muscle or aponeurosis 
attached to the occiput may produce occipital headache. 
So, too, pain arising from root pressure (radiculitis) 
may present a pattern of long range radiation. Phrenic 
irritation at the level of the first and second cervical 
vertebrae may give rise to pain over the lower ribs on 
one side aggravated by coughing or sneezing, as a result 
of spasm of the diaphragm. In the same area occipital 
neuralgia and occipital headache are frequently referred 
along the posterior divisions of the corresponding cer- 
vical nerves. Pain may be referred along any of the 
branches of the superficial cervical plexus from the third 
and fourth nerve trunks and may be attended with 
severe cervical and posterior auricular neuralgia. 

While somatic pain may arise independently of root 
irritation, root irritation would seem to be always accom- 
panied by some type of somatic pain. Hence there is 
possible the blending of the two pain patterns in many 
clinical pictures with the resulting confusion as to proper 
and accurate allocation. 

Since some of the occipitocervical lesions presented 
have bony abnormalities which are not, figuratively 
speaking, erasable, it stands to reason that the symptom 
complex in some of these cases may not be permanently 
allayed. Patients do obtain immediate relief in many 
instances and prolonged relief in as many more by the 
head traction therapy as outlined. But such a lesion 
as a unilateral atlanto-occipital arthritis is always sus- 
ceptible to an acute exacerbation if the patient disregards 
the proper measures for protection. 


Jan 


CONCLUSION 
Occipitocervical lesions, heretofore obscure becayy 
of the limitations of the ordinary roentgenogranis, ar 
now demonstrable by body section roentgenography, 
3720 Washington Boulevard. 


ABSTRACT OF DISCUSSION 


Dr. W. Epwarp CHAMBERLAIN, Philadelphia: I have beep 
interested in the upper end of the cervical spine. My associate: 


’ and I encountered a group of cases in which anomalies of thi: 


region turned out to be causing pronounced neurologic change: 
There are all gradations of anomalies in this upper region. |» 
1 case there was a failure of segmentation at the fourth an) 
third cervical vertebrae. All are familiar with congenital 
fusion or developmental anomalies in which segmentation wa: 
faulty in all parts of the spine. In another case a failure oj 
segmentation occurred between the second and third ceryica| 
vertebrae. In 1 case failure of segmentation involved a large 
segment of the cervical spine. In a case in which an anomaly 
was present, this failure of segmentation occurred between the 
second occipital and the first cervical, with fusion of the atlas 
and the base of the skull. The boy had syringomyelia, which 
was cured by surgical operation which included the removal 
of the dorsal part of the foramen magnum and the dorsal part 
of the atlas. A girl had all of the symptom complexities oj 
multiple sclerosis. She was cured by removal of the dorsal 
part of the foramen magnum and the dorsal part of the fused 
atlas. A boy died from syringomyelia before we discovered 
that we could have done something about it because the condi- 
tion was caused by sclerosis of the canal and foramen magnum. 
In roentgenographing this part of the spine watch for eleva- 
tion of the first and second cervical vertebrae, which goes 
with this condition. I wish to emphasize the usefulness oi 
the open mouth technic even though we have the laminagraph, 
because it helps us to see what the relationship of these parts 
is to the base of the skull. In the open mouth technic, if the 
edges of the teeth and the base of the skull are superimposed, 
the deltoid process will show up in the open mouth and » 
will most parts of the first cervical or the atlas. In a case 
of platybasia, a developmental anomaly of the first cervical 
and second occipital, with the edges of the teeth approximately 
at the base of the skull the deltoid process was seen way up 
inside the skull. 


Dr. SHERWOoop Moore, St. Louis: The types of patients 
with the histories presented are great sufferers, and diagnosis 
and treatment are most difficult. A neglected neck injury ma) 
and frequently does produce a neurotic state which is quite 
characteristic, enough so that a description of an individual cas: 
has been written up in humorous vein in one of our monthly 
magazines. Dr. Chamberlain’s statement regarding the film 0! 
the first cervical vertebra made through the open mouth is 0! 
uamost importance. However, upper cervical traumas ant 
anomalies are the bane of the radiologist when he is limited 
conventional methods of x-ray examination. With conver 
tional methods, stereoscopic films, films from different angles. 
there is a need for something additional. This is fulfilled by 
the laminagraph. It should be mentioned that other appliances 
of this type may be helpful, but not one of them is as efficient 
as the laminagraph. It should be pointed out however that. 
with all new advances, standard radiologic and physical meth: 
ods cannot be discarded. The laminagraph is most helpful ™ 
the cervical region, as it is in ali similar regions where ther 
is a maximum superimposition of structures obtained on the 
x-ray negative. These shadows can be largely eliminated wi) 
the laminagraph. 

Dr. Marius N. SmitH-Petersen, Boston: Did the physical 
findings and distribution of subjective pain correspond in yo" 
cases to the x-ray findings or were your diagnoses al ays 
based on the x-ray appearance alone? 

Dr. FrepericK A. Jostes, St. Louis: To answer Dr. >mit 
Petersen I would say that the physical findings were « finitely 
referable to the lesion, that they were at times confused, as “% 
mentioned in the paper, with cervical radiculitis from arthritis 
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the fourth, fifth, sixth and seventh. 


With reference to the 


-y mouth roentgenogram, sporadically we have had excellent 
ait. vith the simple roentgenogram also, but one probably 

ecpographs 50 or 60 patients before one sees a good one 
wientally, many of these patients, as Dr. Sherwood Moore 


tioned, become neurologic and psychiatric problems. 


from pillar to post without relief, and pain is intense. 


4 | did not mention it—and Dr. Lewin called my attention 
1) it-great occipital radiation is a very important symptom. 
rhese patients also have pain in the ear and, as this one woman 
escribed it, she had a peculiar crawling sensation over that 


le of her face. 
wrticularly the hard palate. 


The mouth does not escape involvement, 


CARCINOMA OF 
LONG 


THE 
DURATION 


ALFRED GOLDMAN, 
SAN FRANCISCO 


LUNG OF 


M.D. 


Hardly a series of cases of carcinoma of the lung 
has been reported without mention of some cases in 
which the duration was two years or more. In Brunn’s' 
ries (1926) there were 20, or 7.5 per cent, of cases 


in which the disease had such a duration. 


In the reports 


published before 1932? it is unlikely that adenoma was 


differentiated from carcinoma. 


Mig. 1 (case 11).—Roentgen appearance 
on Oct. 15, 1937. Overlying the third rib 
intertorly is an irregular density. 


It seemed advisable 


to review our can- 
cer material to de- 
termine whether, 
exclusive of pos- 
sible adenoma, can- 
cer of long duration 
existed. Eleven 
cases of cancer of 
a duration of more 
than two years, 
proved histologi- 
cally, were encoun- 


‘tered and studied. 


In the course of the 
study certain data 
were discovered 
which may be a 
clue to earlier rec- 
ognition of some 
types of carcinoma. 


The age distribution of the patients was not remark- 
able, the ages ranging from 40 to 70. But wider 


variations are found in larger series. 


All the patients 


were men, but only 91 per cent of my last 111 patients 
with pulmonary cancer were male. The high incidence 
ot cancer in men over 40 offers aid in differentiating 
the slowly growing tumors from adenoma, since nearly 
‘wo thirds of patients with adenoma have symptoms 
before 40 and the same proportion are female (12 of 
my 19 patients). Furthermore, in our experience when 
the diagnosis of polypoid bronchial tumor could not be 
‘ecided during life and the patient was a man over 40 
the (agnosis at necropsy was a malignant tumor. 


Sy 
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The pathologic changes did not vary much from thos« 
reported by others for tumors of the same histologic 
types. It was noted by Brunn' and Gebauer * that 


epidermoid carcinoma tended to remain more localized 
than other types, although exceptions existed. It ts 
noteworthy that 10 of my 11 patients had epidermond 
had alveogenic carcinoma 


carcinoma, while only 1 
Although in all our 
patients with adeno 
carcinoma the dis- 
had a relatively 
short duration, 
Gebauer has re- 
ported on 1 whose 
tumor had a clin 
ical course of fou 
vears. He noted, as 
my associates and | 
have, the difficult, 
in distinguishing 
adenoma from 
adenocarcinoma.* 
The location of 
the 11 tumors is of 
eral would support atelectatic upper lobe of the right lung 
the observation of 
Neuhof ® that peripheral circumscribed carcinoma is o! 
longer duration than carcinoma in a large bronchus 
Since at postmortem examination it is often difficult to 
determine the site of origin of carcinoma, this is best 
determined from roentgen and bronchoscopic studies 
during life. In only 2 of our patients could the tumor be 
classed as central; in the remaining 9 it was peripheral 


Fig. 3 (case 4).—Postmortem specimen. Note the ten enlarged medi 
astinal lymph nodes. There was no carcinoma in any of them. Note the 
invaded diaphragm and ribs. 


During the growth of the tumor, which may fill an 
entire lobe, the earliest roentgen studies may reveal 
a small peripheral mass which as it grows into a large 
bronchus produces a large opacity in the films and 
bronchoscopically becomes visible as a tumor, so that 


3. Gebauer, P. W.: The Differentiation of Bronchogenic Carcinomas 
J. Thoracic Surg. 10: 373 (March) 1941. 
4. Brunn, Harold, and Goldman, Alfred: 
Surg., to be published. 
5. Rabin, Coleman B., and Neuhof, Harold: A Topographical Classi 
fication of Primary Cancer of the Lung: Its Application to the Operative 
Indication and Treatment, J. Thoracic Surg. 4: 147 (Dec.) 1934. 


Bronchial Adenoma, Am. J 
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one would say that it was of central origin and location 
if one did not have knowledge of the earlier site 
(case 11, figs. 1 and 2). The tumor in the stem 
bronchus was localized, produced an annular con- 
striction (case 6, fig. 4) but was not polypoid. The 
lobar site of the primary tumor in the remaining cases 
was the upper lobe of the left lung in 3, the upper lobe 
of the right lung in 3, the lower lobe of the left lung 
in 3 and the lower lobe of the right lung in 1. 
Histologically the postmortem specimens were char- 
acterized by necrosis and invasion. This necrosis was 
marked in lymph nodes and visceral metastases as 
well as in the primary growth. The epidermoid differ- 
entiation was varied in the different tumors and even 
in different sections from the same tumor, so that some 


Fig. 4 (case 6).—Postmortem specimen thirteen years after onset ot 
symptoms. There were no extrathoracic metastases and no metastases 
to mediastinal lymph nodes. The carcinoma is epidermoid. Cancer sur- 
rounds the stem of the left bronchus. 


areas appeared squamous cell in type while others 
tended to approach the oat cell type. 

The spread of these tumors was definitely less than 
that usual for cancer of shorter duration. Extrathoracic 
metastases were demonstrated in only 3 of the 11 cases. 
One of the patients (J. C., in case 1) is still alive two 
years after a biopsy showing cancer in supraclavicular 
lymph nodes. Intrathoracic spread alone occurred in 
7 additional cases. The pleura was involved in 2, the 
mediastinum (including the pericardium) in 4, the chest 
wall in 2 and the contralateral lung in 1. This spread 
probably appeared late in the course of the disease, 
since necropsy in cases 6 and 11 disclosed no spread 
beyond the lobe in which the tumor had _ arisen. 
Although the operability of such tumors is apt to be 
less in the stage seen at necropsy than in that observed 
at exploratory laparotomy, the tumor in cases 11, 10, 
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Jour. \. y 

Jan 
6, 4 and 3 might have been resectable at the time ,; | 
postmortem examination. Overholt * was able to shoy in 
an operability of 22 per cent in all the cases in whic rut 
he explored, and this percentage did not include th wh 


Fig. 6 (case 4).—Epidermoid type; x 700. 


cases in which a palliative resection might have b ver 
done; he found the tumor in 24 of 75 cases (0- pe! 


cent) operable when a histologic diagnosis was made. te 
6. Overholt, R. H., and Rumel, W. R.: Clinical Studies of Carcinom that 


of the Lung, J. A. M. A. (March 2) 1940. 


the 

Fig. 5 (case 4).—Section through a broken down carcinoma; 4. 
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On admission there were an abscess and empyema 

? cases, an abscess alone’in 2 and a broken down 
-ymor simulating an abscess in 1. Pain, cough and 
wheezing were frequently the presenting symptoms in 
‘ye remaining 6 cases, but when empyema or abscess 
ccurred it so overshadowed the symptoms referable 
.) a tumor that an underlying tumor was not even 
considered for several years. Bronchoscopic exami- 
pation in 5 of the 6 cases of abscess did not result in 
, positive diagnosis of cancer. Only in case 6 was there 
visible evidence of encroachment on a bronchus, and 
even in this case a positive diagnosis was not made 
‘ram bronchoscopic biopsy. The tumors were peripher- 
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overlies an early cancer. But when a_ pulmonary 
abscess is drained surgically, biopsy of its walls may 
show occult carcinoma. Lobectomy for some patients 
with abscess appears to be a logical procedure (case 4. 
figs. 3, 5 and 6). 

Roentgenograms were not taken before the production 
of empyema and abscess except in case 4, in which a 
tumor the size of a golf ball was present. In the remai- 
ing 4 cases of abscess roentgen evidence of a tumor mass 
was not present until miich later if at all; usually it 
was overshadowed by the empyema or the abscess. 
When the mass was seen it appeared round or oval. 
But in the roentgenograms of earliest peripheral pul- 


Data on Eleven Men with Carcinoma 


Dura- Dura- 
tionof tion 
Carei- from 
noma Diag- 
Until nosis Total 
Diag- Until Dura- Presenting 
Case nosis, Death, tion, Symptom of 
No. Age Mo. Mo. Mo. Disease Location 
l RS} 60 24 St Abscess, Upper lobe of left 
empyema, lung, peripheral and 
cough circumscribed 
2 4 42 12 53 Abscess, Upper lobe of left 
empyema, lung, peripheral 
cough 
i ss 0 98 Abscess Upper lobe of right 
lung, peripheral 
4 6 24 4 28 Cough, Lower lobe of left 
pain, lung, peripheral 
abscess 
7 on 69 1 61 Abscess, Lower lobe of left 
cough, lung, peripheral 
“pneumonia” 
6 4 168 ll 168 Pain, Main stem of left 
cough bronchus, central 
| 72 3 75 Pain, Lower lobe of left 
cough, lung, peripheral 
dyspnea 
8 6 240 4 244 Pain, Upper lobe of right 
cough, lung, central 
wheezing 
9 7 144 7 151 Wheezing, Upper lobe of left 
pain, lung, peripheral 
cough 
10 «68 120 1 120 Cough, Lower lobe of right 
dyspnea lung, peripheral 
li j 30 0 30 Cough, Upper lobe of right 
hemoptysis, lung, peripheral 
dyspnea 


Results of 
Biopsy and 


Histologic Postmortem 
Type Treatment Observations Comment 
Epidermoid Drainage, Biopsy of supra. Patient alive 2 years after 
irradiation clavicular lymph- positive lymph node 
nodes positive biopsy 
for carcinoma 
Epidermoid Drainage Invasion through Death from sudden mas 
thoracic wall; no sive hemorrhage 
extrathoracie 
metastases 
Epidermoid Drainage No extrathoracic Diagnosis not made until 
metastases necropsy 
Epidermoid Drainage, No extrathoracic Died after lobectomy 
lobectomy metastases with resection of chest 
and resection wall 
of chest wall and 
diaphragm 
Epidermoid Thoracot- Extension to Died after thoracotomy 
omy pleura; no extra- of contralateral sponta- 
thoracic metastases peous pneumothorax 
Epidermoid Refused Multiple peripheral Bronchoscopic evidence of 
resection abscesses; annular carcinoma | year before 
localized tumor death 
Epidermoid None Widespread inva- Small pulmonary tumor 
sion of periear- 
dium; death from 
cbronie cardiac 
tamponade 
Epidermoid Irradiation, Patient alive: Inoperable carcinoma 
exploratory mediastinal 
thoracotomy extension 
Epidermoid None Metastases to Death from massive pul 
numerous medias- monary hemorrhages: 
tinal lymph nodes, cystic bronchiectases 
also to spleen and = on left 
liver 
Alveogenie None Spread tocontra- Death from bronchopneu- 
lateral lung but monia 
no extrathoracic 
metastases 
Epidermoid None No extrathoracic Death from hemorrhage 


metastases 


ally located, beyond the range of the bronchoscope. The 
> patients without early abscess formation presented 
wheezing, pain and dyspnea as their earliest symptoms. 
the duration before diagnosis of symptoms referable to 
the thorax averaged ninety months. The duration from 
‘agnosis until death or to the time of writing averaged 
“nly seven months. This indicates a long delay in 
(agnosis. 

_ Why empyema and abscess occurred in 5 cases so 
“ng before the diagnosis was made is obscure. It is 
‘tobable that the tumor in these cases arose near or 
“va small branch of the bronchus and tended to produce 
“abscess in a small area of lung in which bronchial 
““anage was obstructed and in which tension emphy- 
“ma could develop. Rupture of the abscess, with 
‘sulting empyema, could have occurred easily in 2 
-ases. No clinical criteria were gained during this study 
“at would make possible the diagnosis when empyema 


monary carcinoma the shadow was irregular, small, and 
appeared moth eaten. Like bronchoscopic examination, 
roentgen examination does not prove the diagnosis in 
the majority of cases of peripheral tumor ; thoracoscopy 
and exploratory thoracotomy are necessary. The use of 
microfilm and photofluorography offers a new method 
for detecting early peripheral pulmonary carcinoma in 
mass surveys before empyema and abscess have been 
p. oduced. 

Bronchoscopic biopsy showed positive evidence of 
cancer in cases 5, 7 and 8 only. This is a slightly lower 
percentage (27 per cent) than that of carcinoma in gen- 
eral, since of my 111 cases bronchoscopic biopsy gave 
positive results in approximately one third and in 
another third there was some evidence of tumor without 
corroborative biopsy. In cases 6 and 9 postmortem 
examination indicated that a corroborative biopsy speci- 
men might have been obtainable. 
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The diagnosis in case 4 was based on biopsy of the 
abscess wall done at the time of surgical drainage. In 
case 1, in spite of surgical drainage biopsy of the 
peripheral abscess showed no tumor, and the diagnosis 
was not made until four years later, when a supra- 
clavicular lymph node was found to be tumorous. In 
case 2 the tumorous tissue was obtained by transthoracic 
aspiration, which was later followed by extension 
through the chest wall at the site of puncture. 
In cases 3, 6, 10 and 11 the diagnosis was made at 
necropsy. Since the diagnosis was made late in the 
course of the disease in this group, in spite of broncho- 
scopic and roentgen examinations, it appears that newer 
knowledge and a newer approach are necessary before 
satisfactory surgical results can be obtained in a large 
percentage of cases. 

Data on the 11 patients are presented in the accom- 
panying table. 

SUMMARY 

1. Carcinoma of the lung may be of long duration ; 
the duration from the time of onset of symptoms until 
diagnosis averaged ninety months in this series pf 11 
selected cases, 10 of which were epidermoid. 

2. Of these cases evidence of spread of the tumor 
beyond the feasibility of surgical removal was present 
at necropsy in only 5, but a high operative mortality 
might have been expected at this late stage. 

3. The delay in diagnosis was due to the inadequacy 
of bronchoscopy and roentgen examination to demon- 
strate early small peripheral tumors, particularly when 
empyema and abscess complicated them. 

4. Exploratory thoracotomy to confirm the suspicion 
of cancer is a logical procedure and should be used as 
readily as is exploration for suspected abdominal cancer. 

5. Lobectomy for abscesses of the lung possibly asso- 
ciated with carcinoma is a logical procedure, which 
should bring about removal of some early cancers when 
substituted for surgical drainage. 

6. Education of both patient and physician is neces- 
sary to produce in them an anaphylactic reaction to the 
possibility of cancer in men over 40 with symptoms of 
pulmonary disorder. 

REPORT OF CASES 

Case 1.—J. C., a white man aged 53, entered San Francisco 
Hospital in 1934 with symptoms of pulmonary abscess in the 
upper lobe of the left lung consisting of pleuritic pain, cough 
and the production of malodorous sputum. Two stage drainage 
for the abscess was performed on March 16 and 26, with 
removal of the second, third and fourth ribs. A large collection 
of encapsulated pus communicating with the bronchi was drained. 
The bacteria found in the pus were mixed, consistent with 
oral flora. Biopsy of the peripheral parietal and visceral pleura 
showed no neoplasm. Probable interlobar empyema from rup- 
ture of a peripheral pulmonary abscess was diagnosed. The 
patient was discharged May 15 with a bronchial fistula which 
was not completely healed until August. He remained well 
except for slight cough and minor infections of the respiratory 
tract until June 1938, when he noted an increase in the cough 
and some streaking of the sputum. In December he began 
to have pain over the left upper part of the chest, with radiation 
down the arm, along the distribution of the fifth cervical nerve. 
A lump appeared just above the middle of the left clavicle 
in March 1939. There was also a hard mass palpable beneath 
the left pectoral muscle. On May 29 a biopsy of the supra- 
clavicular mass was performed. The mass was round and hard 
and was attached to all the structures in the vicinity of the 
brachial plexus and the scalenus anticus muscle. On removal 
of a small section (1 cm.) a large amount of sterile, pussy, 
necrotic material exuded from the mass. Histologic sections 
revealed metastatic carcinoma in a lymph ‘node. Neutron 
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therapy, in a total dose of 525 neutrons, was given hy Dr. 
Lawrence and Stone on June 6 and 20. Supervoltage - renter 
therapy, with a force of 1,000,000 kilovolts, was administer, 
August 3'to September 7. The skin-target distance was &) 
the filter was 2 mm. of lead; the strength of the current te 
1 milliampere; the dose was 200 r measured in air to fielg 
15 by 15 cm.; the locality was the left upper part of the ches 
Treatment was alternated anteriorly and posteriorly daily. Tp, 
total dose to the front and the back was 3,000 r each. The <j, 
of the induration in the left supraclavicular area diminis}y 
rapidly, and the patient’s general condition improved by Qetp. 
ber. Large veins appeared in the left anterior portion of 4 
chest. Roentgenograms of the lungs indicated some diminutio, 
in size of the pulmonary opacity, but this was not extensiy 
On May 15, 1941, seven years after the pulmonary absces. 
and two years after the tumor was demonstrated in the supra- 
clavicular lymph nodes, the patient was well and working 
However, recent roentgenograms show a mass in the upper 
lobe of the right lung. 

Case 2—W. McB., a white man aged 48, had empyema 
following “pneumonia” in 1935. Drainage of the empyema was 
performed, and the course was prolonged. <A bronchial fisty, 
closed after several months. About three and one-half year. 
after the onset the patient reentered the San Francisco Hos. 
pital, where roentgenograms of the chest revealed in the upper 
lobe of the left lung a mass 3 to 4 cm. in diameter surrounded 
by shadows denser than normal. Bronchoscopic examination 
gave negative results. Transpleural aspiration resulted in a 
positive diagnosis of epidermoid carcinoma. The pulmonary 
mass slowly enlarged, and a supracostal mass appeared under 
the soft tissues of the chest wall in the region of the previous 
transpleural aspiration. The patient died of a sudden massive 
hemorrhage about one year after the diagnostic biopsy was 
made. The total duration of his illness was fifty-three months. 
Postmortem examination showed that almost the whok 
upper lobe of the left lung was replaced by a circumscribed 
epidermoid carcinoma. A large separate mass lay above th 
thoracic bony cage surrounding the upper lobe of the leit lung. 
There was no massive invasion of the pleura. 


Case 3.—S. K., a white man aged 46, entered the San Fran- 
cisco Hospital in 1934 with an acute, violent, putrid abscess 
of the upper lobe of the right lung. He was treated by con- 
servative measures for five months. During this time broncho- 
scopic examination showed a severe inflammatory reaction but 
no evidence of neoplasm. The symptoms subsided, and h 
was discharged as cured, although roentgenograms still showe: 
irregular opacities occupying the site of the abscess. Two and 
a half years after discharge he returned to the hospital wit! 
the history of having recently spat up bloody foul sputum 
He was moribund on admission and died of acute necrotizing 
pneumonia. The total duration of symptoms was _ninety-eigh 
months. Postmortem examination showed diffuse pneumoni 
but showed also a localized epidermoid carcinoma in the upper 
lobe of the right lung. There were no metastases. 

Case 4.—J. V. H., a white man aged 45, had a history © 
cough, the production of sputum, loss of weight, dyspnea an( 
intermittent hemoptysis for fourteen months. Intermittent fever 
was present, the temperature ranging from 100 to 101.5 F 
The patient was hospitalized after extensive hemoptysis. After 
roentgen and bronchoscopic studies a diagnosis of probabl 
pulmonary abscess was made. At bronchoscopy the tertiar) 
branch of the bronchus in the lower lobe of the left lung wa: 
patent. Biopsy of a secondary division of this branch di¢ 
not suggest bronchiogenic carcinoma. There was definite clin- 
ical improvement with conservative therapy, and the patiet 
was discharged. Cough, the production of sputum and fever 
returned within one month, and after three months he was agai! 
hospitalized. Surgical drainage of the pulmonary abscess Was 
then carried out. He continued to have hemorrhages from the 
wound and lost ground. After transfusions he improved some- 
what, and about ten weeks after the original drainage an attempt 
was made to remove the lung. The lung was extensively 
adherent to the ribs and to the diaphragm. The patient died 0! 
shock, hemorrhage and bronchial obstruction before lobectomy 
and excision of the invaded thoracic wall could be completed 
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15. 1941). Biopsy of the abscess wall in November 1940 


as wn epidermoid carcinoma, and the postmortem exami- 
ation showed that the “abscess cavity” was wholly composed 
carcinoma. The total duration of symptoms was twenty- 
eht me nths. 
Case 5—A. D. (a private patient of Drs. H. Brunn and 
Samuel Robinson), a white man aged 57, began to have pul- 


mons symptoms after an operation for jejunocolic fistula 
lone with ether anesthesia. Approximately three weeks later 
a pulmonary abscess developed in the upper lobe of the left 
lune and was treated with medical measures, with subsequent 
subsiding of all symptoms and clearing of the shadow in 
the roentgenograms of the right lung. During the next five 
vears he was well and free from cough except for occasional 
colds and “cigaret cough.” His weight during these years 
increased from 135 to 190 pounds (from 61 to 86 Kg.). On 
Aue. 15, 1934 he had severe pleuritic pain on the left side 
and an increase of his cough, which was productive of purulent 
sputum. In the next two months the cough and production 
of sputum became progressively worse and the sputum was 
blood tinged. As the exacerbation had taken place in the 
Orient he immediately sailed for home. The condition was 
diagnosed as oriental pneumonia. Physical examination showed 
that his general condition was good. There were signs 
of dulness below the left scapula, and in the region below 
the scapular angle there were numerous coarse rales. There 
was no lymph adenopathy. The vital capacity was 1,800 cc. 
The blood showed mild anemia. The hemoglobin content was 
85 per cent, the red cell count 5,140,000 and the white cell 
count 20,260, with 85 per cent polymorphonuclear leukocytes. 
Bronchoscopy on Jan. 20, 1935 showed an epidermoid carcinoma 
at the level of the division between the lower and upper lobes 
of the left lung. Exploratory thoracotomy was done on Janu- 
ary 21. An inoperable carcinoma was found. No attempt at 
removal of the tumor was made. Postoperative subcutaneous 
emphysema occurred and terminated in bilateral pneumothorax. 
The patient died on the second day after operation. Roentgeno- 
grams made on January 17 showed atelectasis of the lower 
lobe of the left lung and slight displacement of the mediastinum 
to the left. Necropsy showed a carcinomatous mass in the 
lower part of the main stem of the bronchus, with atelectasis 
and abscess in the central portion of the mass in the lower lobe 
of the left lung. The pleura was invaded. The total duration 
of illness was sixty-one months. 


Case 6.—S. C., a white man aged 54, entered the San Fran- 
cisco Hospital in 1936. The onset of symptoms was difficult 
to determine. In 1919 severe pleurisy on the left side was 
followed by cough. Since that time the patient had had a 
slight cough productive of mucoid sputum in small amounts. 
There were frequent recurrences of pleuritic pain until 1930. 
In 1933 the cough became worse, and in February 1936 it 
became more productive of grayish sputum. In May he began 
to have wheezing and dyspnea. He entered the San Francisco 
Hospital on Aug. 22, 1936 and was there for six months, during 
which he had continuous fever and a cough productive of 
mucoid purulent sputum, in varying amounts, of which exami- 
nation was always negative for elastic tissue. He was dis- 
charged on Feb, 15, 1937 somewhat improved. In the next 
ten months he became worse. His cough increased, the sputum 
became more purulent and he lost 30 pounds (13.6 Kg.). He 
reentered the hospital on December 14. This time physical 
examination showed him to be emaciated and slightly dyspneic, 
but he did not otherwise appear acutely ill. Numerous rales 
were heard throughout the left side of the chest. Examination 
ot the sputum was negative for tubercle bacilli, and roentgeno- 
grams showed atelectasis of the left lung. On Feb. 2, 1938 
bronchoscopic examination showed incomplete stenosis of the 
bronchus in the upper lobe of the left lung, with an opening 
only 4g inch (0.16 cm.) in diameter. Around this opening 
exuded thick purulent secretion, smears of which were nega- 
tive for tubercle bacilli. Biopsy was not done at this time. 
The patient refused further therapy, and he died on Jan. 4, 1939. 
The total duration of symptoms was one hundred and sixty- 
eight months. Postmortem examination showed a localized 
«mnular carcinoma of the left lung, with stenosis of the main 
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stem of the left bronchus, atelectasis of the left lung, bronchiec- 
tasis and numerous secondary peripheral abscesses. Histologic 
examination showed the tumor to be epidermoid carcinoma. 


Case 7.—R. R., a white man aged 47, gave a history dating 
back about six years. There had been slight pain in the chest 
for years, but it had become much worse in the last one or 
two months. It was aggravated by coughing and deep inspira- 
tion, appeared about three hours aiter the patient ate and was 
worse after he ate meat. It was worse when he was on his 
back but was relieved by his leaning forward and by vomuting 
There was substernal pain radiating to the back; this was 
burning and dull and lasted an hour or so. He had had a slight 
cough all his life, productive of a small amount of yellow mucoid 
sputum and worse in the morning (producing 45 cup). There 
was no hemoptysis, but he showed dyspnea on exertion such 
as going up one flight of stairs and on lying on his left side. 
The patient was hospitalized for cardiac failure of undetermined 
cause June 29 to July 14, 1939 and has been compensated since. 
There were a slight lag, a diminished percussion note and breath 
sounds over the left side of the chest, with numerous moist 
rales. Roentgenograms of the chest showed a tumor of the 
lower lobe of the left lung. Bronchoscopy on Feb. 10, 1941 
showed that the left bronchus was contracted and obstructed. 
Smears of material taken at the time of bronchoscopy were 
negative for acid-fast bacilli. Biopsy showed squamous cell 
carcinoma. The patient reentered the hospital in March 1941, 
and his course was steadily downhill until he died on April 10. 
The total duration of symptoms was seventy-five months. Post- 
mortem examination showed an epidermoid carcinoma arising 
from the paramediastinal branch of the lower lobe of the 
right lung, with invasion of the pericardium and epicardium 
and the production of constriction of the heart. There were 
metastases to the pleura, lymph nodes, liver and small bowel. 


CasE 8—C. B., a white man aged 56, in 1921 had dry 
pleurisy on the right side followed by a dry, nonproductive 
cough. This was better in 1933. In June 1940 he noticed 
wheezing at night, particularly when lying on the right side. 
The cough became more constant and was paroxysmal after 
smoking. Night sweats were present intermittently for many 
years. Fluoroscopic examination in July 1940 showed a large 
density in the region of the right hilus. The sputum was 
mucoid, but examination was negative for acid-fast bacilli. 
Bronchoscopy on Feb. 21, 1941 showed an ulcerative stenotic 
lesion about the orifice of the upper lober of the right lung. 
The pathologic diagnosis was epidermoid carcinoma. A severe 
injury to the right side of the chest with fracture of ribs had 
occurred in 1911. The Wassermann reaction was negative, 
although a diagnosis of syphilis had been made in 1911. The 
patient had smoked steadily since the age of 16, using one 
package of cigarets daily. He had been exposed to chlorine 
fumes from a sewage plant during the past eight months. Roent- 
genograms made on July 27, 1940 showed a dense hilar mass 
on the right and upward displacement of the anterior part of 
the septum between the upper and middle lobes. There was 
probable atelectasis of the anterolateral segment of the upper 
lobe of the right lung. On Feb. 12, 1941 there was a noticeabk 
diminution of the hilar density on the right. The anterolateral 
segment of the upper lobe of the right lung was aerated. On 
February 21 instillation of iodized oil showed that the upper 
lobe of the right lung failed to fill, although the middle and 
lower lobes filled readily. On March 12 exploratory thora- 
cotomy was performed by Dr. A. L. Brown, and an inoperable 
tumor was seen. Several local metastases lay subpleurally, 
and there was one on the diaphragm. The growth had encircled 
the hilar vessels. The patient was advised to have high voltage 
roentgen therapy, which was performed in April. The total 
duration of symptoms to the time of writing has been two 
hundred and forty months. 

Case 9.—C. H., a white man aged 70, first entered the 
University of California Hospital on Oct. 21, 1928. There 
was a history of wheezing, and “asthmatic rales” were heari 
in the chest. Fluoroscopy gave negative results, 

The symptoms recurred in 1935, with dyspnea, a definite 
sense of pressure in the chest and a cough productive of % cup 
of mucoid sputum daily. There was an occasional pain of 
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pleuritic type in the left anterior part of the chest. In the 
last eight months before his second entry he became more 
dyspneic. There was no edema of the ankles or cardiac failure, 
but wheezing was present. 

Physical examination on the second entry, on Nov. 19, 1940, 
showed signs of atelectasis or inflammation in the left upper 
part of the chest. Numerous rales, some bronchial, were present. 

Bronchoscopy was performed on the day of admission and 
showed a distortion of the stem of the left bronchus with an 
upward displacement of the opening of the upper lobe of the 
left lung. No tumor was seen. Biopsy of a lymph node in 
the left supraclavicular region showed epidermoid carcinoma. 
Radiation therapy was not advised, and the patient was dis- 
charged. He remained in fairly good condition, without going 
downhill any farther, until May 16, 1941 (1. e. for six months), 
when he had a sudden massive pulmonary hemorrhage and 
died. Postmortem examination showed an epidermoid carci- 
noma which had excavated in the posterior portion of the upper 
lobe of the left lung and eroded its bronchus and a large 
pulmonary vessel in this region. There were metastases to 
several mediastinal lymph nodes and to the left pleura, one 
nodule in the liver and a huge cystic metastasis in the spleen 
measuring 4 inches (10.1 cm.) in diameter. There were no 
other gross metastases. Duration of symptoms referable to the 
thorax was one hundred and fifty-one months. 

Case 10.—L. R., a white man aged 68, began in 1930 to have 
dyspnea on exertion and a chronic slightly productive cough. 
‘These symptoms continued for many years, but he considered 
himself to be in good general health until July 1940, when 
aiter an infection of the upper respiratory tract he began to 
have progressively severe dyspnea and cough. The cough was 
productive of thin, yellowish, purulent material, blood-streaked 
every day. There was no loss of weight. Physical examination 
showed nothing remarkable except numerous tubal rales through- 
out both lungs. A roentgenogram of the chest in August 1940 
showed a heavy, soft, irregular density overlying the lower 
posterior third of the right lung. In one area this looked like 
a beginning lung abscess. The patient died four days after 
entry. The duration of symptoms was one hundred and twenty 
months. The postmortem examination showed a diffuse carci- 
noma involving most of the alveoli of the lower lobe of the 
right lung, with lymphatic pleural involvement and spread to 
the left lung; the terminal illness was bronchial pneumonia. 
No distant metastases were present. 

Case 11.7—H. M., an inmate of the California State Prison 
at San Quentin, had roentgenograms of his chest taken because 
of cough. A routine roentgenogram taken several years before 
had been negative for tuberculosis, the presence of which was 
never proved. The symptoms were minimal until the occur- 
rence of hemorrhages which produced death. Serial roentgeno- 
grams showed a slowly enlarging tumor together with atelec- 
tasis ot the upper lobe of the right lung. Death occurred after 
the illness had lasted thirty months. Postmortem examination 
showed in the upper lobe of the right lung a large epidermoid 
carcinoma which had not metastasized but which had obstructed 
the lobar bronchus. 


ABSTRACT OF DISCUSSION 

Dr. Epwarp J. O'Brien, Detroit: This paper is interesting 
because carcinoma of the lung, existing as long as has been 
reported by Dr. Goldman, and not detectable with the broncho- 
scope, is most unusual. As a rule, malignancy of carcinoma is 
in inverse proportion to its proximity to the main bronchus. In 
other words, carcinomas detectable with the bronchoscope are 
less malignant than those located in the periphery of the lung. 
It is just such surveys as this, and those of Drs. Graham, Tuttle 
and others, that make the whole picture of carcinoma more con- 
iusing. It makes it more difficult to evaluate the results of 
any of our treatment. There is an ever increasing number of 
these patients who have had pneumonectomy performed and are 
still alive after five to seven years, but when we know that 
some live that long without anything being done, it is difficult 
to evaluate our results from surgery. About all that is known 


7. This case is presented through the courtesy of Drs. Stanley and 
Daniels of the California State Prison at San Quentin. 
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about carcinoma of the lung is that it does exist and thy 
untreated, people will eventually die of it, and that radiation ;. 
in most instances only palliative. Pneumonectomy offers the 
only hope, and the picture following this procedure is not , 
bright one. In the hands of the best thoracic surgeons in thi, 
country and abroad, about 3 to 5 per cent of the patients who 
are seen and operated on can be salvaged. The immediaye 
operative mortality ranges from 20 to 25 per cent. The picture 
is more dismal because early diagnosis is not made and | am 
afraid that, as much as we might hope for it, we never shal! 
get a diagnosis of carcinoma of the lung as early as we do oj 
carcinomas of the breast or the stomach. However, | would 
not like to give the impression of defeatism. Some can be 
salvaged. Without surgery, death of these patients is usually 
a pathetic one with much pain and discomfort. If the medica! 
profession and the public would understand that the condition 
exists much more frequently than we used to think it did and 
that if it is found early we can offer some hope, our results 
in the future will be much better. 


THE UTILIZATION AND EFFECT 
OF ADDED DEXTROSE 


IN CASES OF CONTROLLED AND UNCON- 
TROLLED DIABETES 


JAMES A. GREENE, M.D. 
AND 
L. W. SWANSON, M.D. 
IOWA CITY 


There is a growing belief that diabetes mellitus is 
due to a variety of causes. According to one theory, 
there is a decreased ability to oxidize dextrose and, 
according to another, there is a disturbance in the liver 
which increases the output of dextrose. It was thought, 
therefore, that some cases may be due to the former 
and others to the latter cause. The administration o/ 
extra carbohydrate without added insulin to patients 
whose diabetes was controlled appeared to be a likel\ 
method of differentiating between the two possible types. 
The extra sugar should not be utilized by the patients 
who have a decreased ability to oxidize dextrose, 
whereas it may be utilized by those with disturbance 
of mobilization. For this reason the carbohydrate con- 
tent of the diets of 56 patients whose diabetes was 
controlled and 36 whose diabetes was not controlled was 
abruptly increased, without an increase in the dose 0! 
insulin. Added sugar without extra insulin was admin- 
istered to 3 depancreatized dogs whose diabetes was 
partially controlled. Lastly, 8 diabetic patients were 
studied in a metabolism chamber before and after the 
administration of extra sugar. The results of these 
observations are the subject of this report. 


EFFECT OF ADDED CARBOHYDRATE ON 
CONTROLLED DIABETES 

The ages of the 56 patients ranged from 15 to ‘I 
years. The quantity of added sugar varied from 20 t? 
260 Gm., averaging 100 to 150 Gm. daily, and it was 
administered for from one to one hundred and one days, 
the period of administration averaging five to ten days. 
It is to be noted from table 1 that 55 patients utilized 
the added sugar. The diabetes was moderate to severe 
in most instances, and the different age groups Wer 
adequately represented. Of the 55 who utilized the 
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vided sugar, 18 showed improvement of the <tiabetic 
odition, as evidenced by reduction of the dose of 
‘ysulin within one to fourteen days by from 5 to 25 units. 
rhe severity of the diabetes and the age distribution 
oi the patients who improved are shown in table 2. The 
patient who did not utilize the added sugar was a 
white woman aged 79 who five months previously had 
required 75 units of insulin with a diet containing 
150 Gm. of potential dextrose. The diabetes improved, 
until she was aglycosuric with a diet containing 350 Gm. 
of potential dextrose and without insulin. The addition 
of 100 Gm. of carbohydrate to this diet resulted in the 
excretion of from 7 to 22 Gm. daily. 


EFFECT OF ADDED CARBOHYDRATE ON UNCON- 
TROLLED DIABETES 

The improvement of the diabetes in some of the cases 
mentioned suggested that added sugar may aid in freeing 
the urine of sugar in certain cases in which the diabetes 
is difficult to control. Carbohydrate in amounts of from 
100 to 300 Gm. daily was added, therefore, to diets of 
36 patients whose urine contained sugar, because the 
disease was difficult to control in most instances. It 
will be noted from table 3 that 35 patients utilized the 
added sugar and that the different age groups were 
adequately represented. The urine promptly became 
iree of sugar in 15 instances, and in several the insulin 
was reduced. The age distribution of these patients and 
the severity of the diabetes are shown in table 4. The 
diabetes of the 1 patient who did not utilize the added 
sugar was not difficult to control. She was a white 
woman aged 71 whose diabetes had been controlled 
with an estimated diet and small amounts of insulin. 
She was given a diet containing 270 Gm. of potential 


Taste 1—Number and Age Group of Patients Who Utilized 
the Dextrose Added to the Diet After the Diabetes Was 
Controlled, and the Severity of the Diabetes 


Age Group 


Diabetes 15-25 25-35 35-45 45-55 55-Up Total 
6 és 9 
Moderately severe. 1 4 2 1 7 1B) 
4 2 6 5 8 25 

11 6 8 6 24 5D 


Taste 2—Number of Patients with Controlled Diabetes Who 
Improved Following the Administration of Extra Dextrose, 
the Severity of the Diabetes and the Age Distribution 


Age Group 
A. 


Severity of 


3 = Up. 
Diabetes 15-25 25-35 45-55 Total 
Moderately severe. 1 1 : 4 4 
Severe. 1 2 2 5 10 
Tota!........., 3 1 2 2 10 is 


dextrose, and the insulin was omitted. Glycosuria 
appeared, and after the addition of 200 Gm. of carbo- 
hydrate to this diet the daily urinary dextrose was 
imereased by 14 to 20 Gm. 


'FFECT OF ADDED CARBOHYDRATE ON 
BLOOD SUGAR LEVELS 
' A sufficient number of blood sugar estimations two 
‘ours atter breakfast were obtained in 29 cases to 
«certain the effect of the added carbohydrate on the 
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blood sugar level. A uniform response was not observed. 
There was an increase in the blood sugar level in 9 cases, 
in 2 it increased and then declined, in 5 it was not 
altered and in 13 it declined, as noted in table 5. 


EFFECT OF ADDED CARBOHYDRATE ON 
DEPANCREATIZED DOGS 
It has been considered by some investigators that the 
addition of sugar in cases of diabetes stimulates the 
pancreas to secrete more insulin. To ascertain whether 


TABLE 3.—Number and Age Group of Patients Who Utilised 
the Dextrose Added to the Diet Without the Diabetes 
Being Controlled, and the Severity of the Diabetes 


Age Group 


. Diabetes 9-25 25-5 245 ow otp Total 
ns 
Moderately severe. 
5 5 4 

5 5 4 3 


Taste 4.—Age Distribution, Severity of the Diabetes and the 
Number of Patients Whose Diabetes Improved Follow 
ing the Administration of Extra Dextrose to 
Patients with Uncontrolled Diabetes 


Age Group 


Severity of — 
Diabetes 15.25 3-45 $5.55 Total 
bsitnscsecanes 2 2 2 7 1 
ee 2 2 4 7 15 


or not this was the entire mechanism for the utilization 
of the extra sugar, 50 Gm. of cane sugar was added to 
the diets of 3 depancreatized dogs whose diabetes was 
partially controlled by insulin. The utilization of the 
extra sugar by these animals without added insulin as 
noted in table 6 excludes the stimulation of the secretion 
of insulin as the only mechanism for the utilization of 
the added carbohydrate. 


STUDIES OF PATIENTS IN METABOLISM CHAMBER 

Eight patients were studied in the metabolism cham- 
ber to ascertain the amount of dextrose oxidized when 
their usual diet and dose of insulin were taken and 
again after the administration of 50 to 70 Gm. of extra 
carbohydrate. The amount of extra sugar oxidized 
varied from 3 to 17.9 Gm. for a four hour period, and 
the amount oxidized was not related to the age of the 
patient or to the degree of severity of the diabetes, as 
shown in table 7. 

COMMENT 

It is not our purpose to enter into the controversy 
regarding the use of high carbohydrate diets in the 
treatment of diabetes mellitus. The addition of carbo- 
hydrate to the diet of patients with diabetes mellitus 
was not of value in the differentiation between the 
different types of diabetes, if such exist. 

The utilization of higher carbohydrate diets without 
added insulin has been observed by several authors 
including Sansum, Blatherwick and Bowden,’ Richard- 


1. Sansum, W. D.; Blatherwick, N. R., and Bowden, Ruth: The Use 
of High Carbohydrate Diets in Treatment of Diabetes Mellitus, J. A. 
M. A. 86:178 (Jan. 16) 1926. 
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son,? Barach,® Short,’ Poulton,’ Fabrykant and Wiener.° 
Adlersberg and Porges,’? Himsworth,* Rabinowitch 
and Nixon.'® An improvement in the diabetes as evi- 
denced by reduction of the insulin requirement has 
heen observed by several of these investigators, but the 
mechanism of this improvement is not clear. The 


Taste 5.—Effect on the Blood Sugar Level of Adding 
Dextrose to the Diet of Patients with Diabetes 
Without Added Insulin 


tlood Sugar Level 
Increased, Then 
Increased Declined  Unaltered Declined 
Number wand is 9 2 5 13 


Taste 6.—Utilisation of the Added Dextrose for Three Day 
Periods to Depancreatised Dogs Whose Diabetes 
Partially Controlled 


Before Added Dextrose After Added Dextrose 


Average 


Average 


Average Average Average Average 
Daily Daily Daily Daily Daily Daily 
Potential Insulin Urinary Potential Insulin Urinary 
Dextrose Dosage, Dextrose, Dextrose Dosage, Dextrose, 
Dog Diet, Gm, Units Gm. Diet, Gm. Units Gm. 
1 LE Bs) 60 11.8 195 60 12.3 
2 M5 26 16.7 195 23 26.3 
3 120 20 7.0 170 20 12.3 


improvement in tolerance produced in the diabetic 
patient by administration of extra sugar and extra 
insulin by Gibson" and Ellis?* and the studies of 
\dlersberg and Porges,” Sweeney '* and others suggest 
an increased insulin secretion. That this explanation is 
not entirely adequate is shown by utilization of the extra 
sugar by the depancreatized dogs. 

It appears, therefore, that some other mechanism is 
involved. Adlersberg and Porges* thought that the 
storage of glycogen in the liver was an important factor. 
Kllis '* suggested that depletion of the sugar stores of 
the body played a role. Chambers '* has recently 
reviewed the subject of the influence of undernutrition 
in carbohydrate metabolism. It has been shown that 
the maximum utilization of administered dextrose is 
found in the normal person when carbohydrate has been 
supplied abundantly in the diet. The utilization of 
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dextrose diminishes as the carbohydrate intake j 
reduced. We’ have recently shown that the dimjy- 
ished dextrose tolerance curves observed in certaiy 
endocrine diseases could be improved by high carby. 
hydrate diets and then diminished by low carbohydrate. 
high fat diets. Most patients with diabetes mellity. 
have been losing a considerable amount of sugar throug! 
the urine by the time the physician is consulted ; there- 
fore the sugar stores have been depleted to varying 
degrees, and there has been a high fat content of th 
metabolic mixture. It is possible, therefore, that thes: 
patients have not only diabetes but in addition a further 
diminished ability to utilize dextrose secondary to this 
partial depletion of sugar. 

The results of the metabolic studies indicate tha: 
there was depletion of sugar in our cases. Three oj 
the patients studied were typical of the patients who 
received added carbohydrate to their diets. These 
patients (3, 4 and 7 in table 7) utilized the added 5) 
and 70 Gm. of sugar without glycosuria, whereas 
patients 2, 5, 6 and 8 were selected because it was 
thought that there was no depletion of sugar. Their 
diabetes had been controlled for several weeks to months 
prior to study and glycosuria appeared following the 
addition of sugar. The longer the diabetes had been 
controlled the greater was the glycosuria. Patients 5 
and 8 had been controlled for more than a year and they 
excreted 12 and 21 Gm. of the added sugar, whereas, 
patients 2 and 6 had been controlled only a few weeks 
and they excreted 6 and 8 Gm. of the added sugar. 
The utilization of most of the carbohydrate added to the 
diets of our patients appears, therefore, to have occurred 
by deposition into the sugar stores of the body. The 
improvement in the diabetes as evidenced by the reduc- 
tion of insulin requirement or by prompt disappearance 


Taste 7.—Amount of the Added Sugar Which Was Oxidized 
During a Four Hour Period by Eight Patients with 
Diabetes Mellitus Varying in Degrees of Severity 


Dextrose 


Diet Oxidized Added 
Potential Non- in 4 Dextros 
\ Insulin Dextrose, protein Hours, Oxidiz « 

Case Age Units Gm. R. Q. Gm. Gm. 

1 67 0 56 0.84 32.9 

1 ee 0 06 0.87 37.0 4.1 

2 57 0 50 0.87 29.8 

2 ee 0 100 0.90 42.7 12.9 

3 66 20 £6 0.90 40.0 

3 oe 20 106 0.90 43.0 3.0 

4 29 15 63 0.83 33. ai 

15 118 0.90 51.4 17.7 

5 44 0 100 0.88 38.4 . 

5 ee 0 150 0.97 56.3 17.9 

42 25 0.85 27.7 

6 235 146 0.86 36.2 8.5 

7 7 25 63 0.88 44.5 E 

7 P 2 133 0.96 55.2 10.7 

§ 18 18 71 0.87 27.1 

8 18 121 0.90 31.1 4.0 


of sugar from the urine was due probably to correction 
of the existing sugar depletion. This mechanism doe 
not explain the fact that patients in whom the suga! 
stores are not depleted will utilize most of the sugar 
added to their diet. 
We have considered it advisable routinely to admin 
ister a higher carbohydrate diet for a few days aiter the 
urine has been rendered free of sugar in order to correct 
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ment is not increased. 
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‘he existing sugar depletion. The length of time neces- 
ary to correct this depletion is not known. It undoubt- 
edly varies in different cases. It required from six days 
‘sx months of diet for alteration of the dextrose 
t nee curve in some of our cases of hypoglycemia.** 
i: js for the same reason in our opinion advisable to 
Jyinister extra carbohydrate to patients with diabetes 
vhich is difficult to control or which is unstable. It is 
our opinion that all cases of unstable or difficult 
. control diabetes are due to sugar depletion, but the 
Jiabetes in certain of these patients will become more 
easily controlled or more stable as the existing sugar 
depletion is corrected. 

It is generally agreed that with an increased metabolic 
rate there is a greater demand for dextrose. In cases 
of diabetes mellitus and hyperthyroidism the greater 
requirement for dextrose will decrease the sugar stores 
of the body unless the carbohydrate intake is increased. 
in such cases we have found it advantageous td increase 
the carbohydrate content of the diet by from 100 to 
250 Gm. daily and in most instances the insulin require- 
A typical illustration is the 
iollowing case. 

\ white girl aged 17 years has diabetes and hyperthyroidism. 
lhe diabetes was controlled with a diet containing 200 Gm. of 
»otential dextrose and 65 units of insulin daily. The diet 
was abruptly increased by 300 Gm. of carbohydrate without 
an increase in the dose of insulin, and the urine remained free 
f{ sugar. The insulin requirement gradually decreased 25 units 
n seventeen days. 


There is likewise a greater demand for dextrose dur- 
ing an infection with or without a systemic reaction, and 
unless the carbohydrate content of the diet is increased 
ihe sugar stores of the body will be reduced in propor- 
‘ion to the increased demand. In such cases the addi- 
tion of extra carbohydrate to the diet will not increase 
the insulin requirement or will make any increase in 
requirement due to the infection comparatively less than 
would be necessary without the added sugar. The 
patient thereby utilizes a greater amount of dextrose 
with less insulin. This point is illustrated by the 
‘ollowing case. 

A white woman aged 48 years had had diabetes for several 
ears which had been controlled with 45 units of insulin daily 
ind a diet containing 150 Gm. of potential dextrose. A severe 
nfection of the hand developed and by the time of admission 
‘0 the hospital the insulin dosage had been increased to 75 units 
laily. In spite of this increase in insulin dosage the urine 
continued to show sugar. The addition of 100 Gm. of carbo- 
ydrate to her diet was followed promptly by disappearance 
“i sugar from the urine. There was no apparent improvement 
n the infection until five days later, following extensive inci- 
‘ions of the hand. 


From our previous experience with similar cases the 
‘sulin requirement would have increased to approxi- 
nately 100 or more units daily. Under such circum- 
stances the patient could not have utilized much over 
'30 Gm. of potential dextrose. The added carbo- 
iydrate, however, permitted her to utilize 250 Gm. of 
potential dextrose with less insulin. 

_ The influence of addition of extra carbohydrate to the 
‘let on the blood sugar level in certain cases is illustrated 
lere : 

A white man aged 67 years has diabetes mellitus and arterio- 
s ‘erotic gangrene of the leg. The diabetes was controlled with 
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10 units of insulin and a diet containing 170 Gm. of potential 
dextrose. The blood sugar level two hours after breaktast 
gradually increased to 397 mg. per hundred cubic centimeters. 
The addition of 100 Gm. of carbohydrate to the diet reduced the 
blood sugar to 133 mg. per hundred cubic centimeters by 
the fourth day; the leg was not amputated until two days 
later. 
SUMMARY 


Carbohydrate was added to the usual regimen of 
patients with controlled diabetes in an unsuccessful 
attempt to differentiate between possible types of dia- 
betes. Only 1 of the 56 patients failed to utilize the 
added sugar, whereas 18 required less insulin. Since 
such an improvement indicated a beneficial effect, extra 
carbohydrate was added to the diets of 36 patients with 
uncontrolled diabetes. Only 1 failed to utilize the 
added sugar, whereas the urine of 15 promptly became 
free of sugar. There was no uniform response of blood 
sugar levels. 

Studies on patients in the metabolism chamber and on 
depancreatized dogs show that neither oxidization of 
the added sugar nor increased secretion of insulin 
explains the utilization of the added carbohydrate. 

It is postulated that depletion of the sugar stores of 
the body further reduces the ability of many diabetic 
patients to utilize dextrose and that the correction of 
this depletion improves the diabetes in such cases. 


ABSTRACT OF DISCUSSION 

Dr. H. O. Mosentuart, New York: I desire to confine my 
remarks to the empirical results of augmenting the starches in 
the diet. This may prove to be advantageous in treating dia 
betic patients, especially those resistant to insulin. Apparently 
through the use of insulin a change has been wrought in th« 
diabetic so that they may respond favorably to increased amounts 
of carbohydrate. This was not the rule but the exception in 
the preinsulin days. With the use of insulin, apparently a 
certain reserve for the utilization of sugar is built up which 
zesponds to the stimulus of added carbohydrate by increasing 
the dextrose tolerance. Without insulin the same occurs in 
normal persons, but this is not true of untreated patients with 
diabetes. Dr. Anna Spiegelman and I have recently carried 
through some experiments which show that, in mild diabetes 
in which insulin is not required, in some a low carbohydrate 
diet may serve to build up tolerance, while in others an optimal 
diet which may vary from 150 to 400 Gm. of carbohydrate intake 
may serve that purpose. What seems to me particularly signifi 
cant is the result obtained in cases of infections and hyper 
thyroidism. In these states characterized by more or less insulin 
resistance the effectiveness of insulin can be enhanced according 
to Greene and Swanson by the giving of high carbohydrate diets 
The principle of satisfactory utilization of added dextrose in 
cases of both controlled and uncontrolled diabetes and of insulin 
resistant cases can be hailed as a step forward in the manage 
ment of diabetes. There is no set diet which is most advan- 
tageous for any diabetic patient and it is a matter of trial and 
error to determine what shall be most beneficial. Diets low 
in carbohydrate are successful in controlling the carbohydrate 
metabolism of obese diabetic patients, higher carbohydrate diets 
are established as the most advantageous for growing children 
and for the manual laborer, while medium carbohydrate dicts 
containing 130 to 150 Gm. of starch are usually considered most 
suitable for sedentary workers. 

Dr. Davin Apiersperc, New York: I would like to com 
pliment Drs. Greene and Swanson on their interesting paper 
Dr. Greene was kind enough to quote the work that Porges 
and I did years ago on the same subject. Experiments of this 
type, with addition of dextrose or other carbohydrates to the 
diet of normal and diabetic persons, with or without insulin, 
were the first steps which eventually led to the introduction of 
high carbohydrate diets in the treatment of diabetes. One of 
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our first papers on the use of high carbohydrate diets in dia- 
betes, published fifteen years ago, was entitled “Glycogen 
Storage as the Aim of Insulin Therapy.” The important part 
of Drs. Greene and Swanson’s paper is the demonstration that 
the added dextrose is apparently only stored and not oxidized. 
It is particularly interesting that this has been proved in the 
diabetic patient as well as in the depancreatized dog. Almost 
everywhere the carbohydrate ratios have been considerably 
raised to the benefit and convenience of the patients. I agree 
with Dr. Mosenthal that especially those diabetic patients who 
present complications with resistance to insulin therapy are 
entitled to high carbohydrate diets. The increased carbohydrate 
intake may have a striking effect and cause normal response to 
insulin. 


TOXIC EFFECTS FOLLOWING THE 
USE OF MAPHARSEN 
A REVIEW OF THE LITERATURE SINCE 1935 
EDWARD A. LEVIN, M.D. 
AND 
FRANCES KEDDIE, M.D. 


SAN FRANCISCO 


A summary of the literature on the toxic effects of 
mapharsen is presented in this paper. Since 1932 over 
twelve million doses of this drug have been distributed. 
Some of these have caused mild, some severe and some 
fatal reactions. 

A study of the literature since 1935 shows that certain 
reactions of the drug are similar to those of arsphen- 
amine and neoarsphenamine. It is particularly to be 
noted that the fatalities from mapharsen are few; only 
six deaths have been reported. Severe reactions—such 
as. thrombopenic purpura, aplastic anemia and granulo- 
cytopenia as well as liver damage, nitritoid crisis, 
hemorrhagic encephalitis and exfoliative dermatitis— 
are rare. Many patients who were intolerant to other 
arsenicals did tolerate mapharsen. 

University of California Clinic. — Approximately 
35,000 injections of mapharsen were given at the 
University of California syphilis clinic between 1934 
and 1940. Mild disturbances such as nausea, vomiting, 
pain in the arm and pruritic erythematous eruptions, 
as recorded by Miller, Epstein and Simpson? for the 
years 1934 to 1936, have continued to be the most 
frequent reactions. There have been no deaths. The 
milder reactions were usually easily controlled. Rapid 
injection has decreased the incidence of pain in the arm, 
which was a frequent complication when the drug was 
given slowly. 

REVIEW OF THE LITERATURE 


lor the most part, the reports of the different inves- 
tigators have been compiled so as to indicate the number 
of patients who had reactions. Unfortunately much 
valuable material had to be discarded because of lack 
of specific information. The fatalities are recorded in 
detail. For all other reactions a systemic classification 
has been followed. 

Dermatitis. — The incidence of cutaneous reactions 
among 13,769 patients who received 240,811 injections 
of mapharsen i is recorded here as a summary of several 
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reports.” Pruritus occurred in 84 cases, a ratio of 
1: 163; scaling and erythematous eruptions of moderate 
and mild degree occurred in 70, a ratio of 1: 1%- 
urticaria in 27, a ratio of 1:509; edema of the face 
and body in 14, a ratio of 1: 983; eeneeenton of previ- 
ously existing dermatitis in 5, a ratio of 1: 2,754: fixed 
eruptions in 5, a ratio of 1: 2,754; exfoliative dermatitis 
in 16, a ratio of 1: 861. In 3 reported cases of exfolia- 
tive dermatitis * neoarsphenamine had been given preyi- 
ously. It is assumed that these 3 patients did not react 
to the previous medication. A total of 223 patients, a 
ratio of 1:62, showed some degree of cutaneous sensi- 
tivity to mapharsen. 

Fixed eruptions from the arsphenamines * are likely 
to recur if mapharsen is given. Chargin® and others 
tested 55 patients who had reacted to the arsphenamines 
with fixed eruptions. Forty, or 72.7 per cent, showed 
sensitivity to mapharsen by ‘flaring of the previous erup- 
tion at the fixed site. 

Schoch, Alexander and Long’? recently reported their 
experience with the administration of mapharsen to 
patients who had recovered from arsphenamine derma- 
titis. In addition to their 40 cases, 35 were reported 
by others.* Of 54 patients who recovered from derma- 
titis of mild or moderate degree as a cutaneous reaction 
to one of the arsphenamines, 46, or 85.1 per cent, 
tolerated mapharsen after recovery. Among 21 patients 
with severe exfoliative dermatitis, only 2, or 9.5 per 
cent, later tolerated mapharsen without recurrence. 

Gastrointestinal Reactions—The incidence of gastro- 
intestinal reactions from mapharsen was recorded in 

5,348 cases. In this group the incidence of patients 
having mild reactions was 1:15 and of those having 
severe reactions was 1: 334. 

Following 38,416 injections of mapharsen given by 
various investigators '° there were 1,002 gastrointestinal 
reactions, a ratio of 1 reaction to 38 doses. 

The tolerance to mapharsen of 134 patients who had 
repeated or severe gastrointestinal reactions to the 
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arsphenamines has been reported."* Of these, 118 
patients, OF 88.1 per cent, were able to tolerate 
mapharsen in therapeutic doses. 

Jaundice as a complication of mapharsen therapy was 
reported in some of the series.‘*, Among 10,370 patients, 
one of every 450 had jaundice during therapy. The 
‘aundice was mild and disappeared within three to eight 
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ABLE Following Mapharsen Therapy 


Date Patient's 
of 


Publi- Age at Primary Cause 

Author eation Sex Death Doses of Death 
Cole and 1937 rol 32 Mapharsen, 407 Acute nephrosis 
Palmer *} (1.5 Gm.) 
Simon and 1939 fof 45 Neoarsphenamine, 8 Nephrosis with 
Iglauer 2} mapharsen, 5 interstitial 

nephritis 

Rajam and 1939 rot 47 Mapharsen, 2 Hemorrhagic 


Rao encephalitis 


fol 32 Mapharsen, 5 Granuloeytopenia 
Rein and 1939 f°) 30 Mapharsen, 20 Aplastic anemia 
Wise 


+0 


Kirkham and = 1941 Mapharsen, 2 Aplastie anemia 


Perimutter 15 


Blood Dyscrasias.—Five mild reactions were reported, 
three of purpura and two of “involvement of the 
hemopoietic system.” 78 

:pstein and Falconer stated that mapharsen has 
serious potentialities for injuring the bone marrow. 
One patient had a “so-called aplastic anemia after five 
doses of mapharsen. She had a well marked anemia 
hefore mapharsen was given and undoubtedly her bone 
marrow was vulnerable.” 

Three fatalities were reported,’® two from aplastic 
anemia and one from agranulocytosis. 

The hemopoietic toxicity resulting from mapharsen 
apparently is somewhat different from that resulting 
from neoarsphenamine. Mapharsen may be tolerated 
after neoarsphenamine has produced profound toxic 
effects. Seven patients with thrombocytopenic pur- 
pura,’ 1] patient with purpura but no reduction in 
platelet count‘? and 2 patients who recovered from 
granulocytopenia** as reactions to neoarsphenamine 
showed no “signs of toxicity \ when mapharsen was given. 
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Nephrosis—Some reports indicate that subclinical 
mild kidney damage may occur during mapharsen 
therapy.’® Examination of the urine showed such 
evidence in 9 of 597 patients, a ratio of 1:64. Howles * 
reported that 1 patient with acute nephrosis had con- 
genital syphilis and received concurrent mapharsen and 
bismuth therapy. Mapharsen is not especially nephro- 
toxic, although two deaths due to kidney damage were 
attributed to its use.*! 

Vasomotor Reactions.—It is difficult to state whether 
or not any true nitritoid reactions are caused by 
mapharsen. There are reports of 15 cases in which 
vasomotor reactions occurred”? These reactions were 
described as “abdominal cramps, generalized aching, 
flushing and rapid pulse”; “shock, pallor, weakness, 
nausea and vomiting”; “vascular crises closely resem 
bling a “nitritoid’; “headache, general malaise, high 
fever.” It may be inferred that no true nitritoid reaction 
has been described in the literature. It is interesting to 
note, however, the reports of 42 cases which there 
were severe, repeated nitritoid crises from the arsphen- 
amines.** These patients tolerated mapharsen without 
any reaction resembling a nitritoid crisis. 

Miscellaneous Reactions.—A large group of miscel- 
laneous reactions’ was reported by various authors.** 
These were vertigo, headache, chills, lacrimation, 
salivation, chest pain and pain in the teeth and gums. 
Locally venous spasm and pain in the arm were noted. 

Toxic Effects of Mapharsen as Compared to Neo- 
arsphenamine Which Occur During Massive Arseno- 
therapy by the Continuous Intravenous Drip Method. 
—The observations already recorded indicate that 
mapharsen is less toxic than neoarsphenamine when 


Taste 2.—Toxic Reactions and Deaths: Neoarsphenamine 
Compared with Mapharsen (United States Naval 
Reports, 1925-1939) 


Reactions Ratio Ratio 
Total - - — Reactions : Deaths : 
Doses Mild Severe Fatal Total Doses Doses 
Neoarsphenamine 1,301,913 618 49 1:1,345 1:26,570 
Mapharsen....... 121,689 4 8 0 22 1:5,431 0 


administered in the usual manner. It is also less toxic 
when given by continuous intravenous drip method.*° 
Of 111 patients who received neoarsphenamine, 45 per 


19. Foerster, O. H.; McIntosh, R. L.; Wieder, L. M.; Foerster, H. R., 
and Cooper, G. A.: Mapharsen in the Treatment of Syphilis, Arch 
Dermat. & Syph. 32:868 (Dece.) 1935. Astrachan.? Cornell and 
Astrachan.** Howles.” Rein and Wise.” 

20. Howles, James R.: The Treatment of Congenital Syphilis with an 
Intravenous Arsenical: An Analysis of 204 Cases, South. M. J. 32: 940 
(Sept.) 1939. 

21. Cole, H. N., and Palmer, R. B.: Mapharsen in the Treatment of 
Syphilis, Arch. Dermat. & Syph. 36: 561 (Sept.) 1937. Simon, S. D., 
and Iglauer, A.: Death Following Mapharsen Therapy: Report of a Case, 
Am. J. Syph. Gonor. & Ven. Dis. 23: 612 (Sept.) 1939. 

22. Hall, E. R.: Comparative Aspects in the Treatment of Syphilis, 
J. Tennessee M. A. 31: 388 (Oct.) 1938. Wieder, L. M.; Foerster, 
O. H., and Foerster, H. R.: Mapharsen in the Treatment of Syphilis 
Further Studies, Arch. Dermat. & Syph. 35: 402 (March) 1937. Cole 
and Palmer.** Morgan.” Stephenson and Anderson.* Stephenson and 
Chambers.* 

23. Marshall, J. W.: The Treatment of Syphilis with Mapharsen, Am. 
J. Syph., Gonor. & Ven. Dis. 21: 645 (Nov.) 1937. Roth, George B., 
and Creswell, George W.: Chemicobiological and Clinical Behavior of 
Arsenoxide (Mapharsen), M. Ann. District of Columbia @:195 (July) 
1937. Astrachan.? Jordon and Traenkle.” Rein and Wise.” 

24. Cornell, Van A., and Astrachan, G. D.: Mapharsen in the Treat- 
ment of Congenital Syphilis, Arch. Dermat. & Syph. 38: 943 (Dec.) 1938. 
Astrachan.? Astrachan and Wise.” Foerster, McIntosh, Wieder, Foerster 
and Cooper.” Gruhzit, Dixon and others? Howles.” Kulchar and 
Barnett.» Marshall. Rajam and Rao.” Rein and Wise.” 

25. Chargin, Louis: Toxicological Manifestations Occurring in Massive 
Arsenotherapy in Early Syphilis by the Continuous Intravenous Drip 
Method, Arch. Dermat. & Syph. 42: 248 (Aug.) 1940. 
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cent had some form of dermatitis, a complication which 
developed in only 11 per cent of 288 patients who 
received mapharsen. One case of exfoliative dermatitis 
occurred after administration of neoarsphenamine, none 
after mapharsen. Jaundice occurred in 3.6 per cent of 
the patients who received neoarsphenamine and in 0.7 
of those who received mapharsen. A high incidence of 
peripheral neuritis, 35 per cent, occurred with neo- 
arsphenamine but only 1.6 per cent with mapharsen. 
(ne case of hemorrhagic encephalitis occurred in each 
group; the 1 due to neoarsphenamine was fatal. 

Death Rate from Mapharsen.—Two of the 6 cases 
in which deaths occurred were published as single case 
reports. The remaining four deaths occurred in a series 
of 15,752 patients. The ratio is one death among 3,938 
patients. The total number of injections accounted for 
in this review of the literature is 269,326. The ratio is 
one death to 67,332 injections. It should be noted that 
the 269,326 injections represent only about 2 per cent 
of the amount of mapharsen that had been distributed. 
lf it is assumed that all the manufactured doses had 
heen given, and if only six deaths occurred, then the 
lowest possible rate is one death to two million injec- 
tions. 

Mapharsen and Neoarsphenamine.—Any significant 
comparison of the toxicity of these two drugs should 
he made in groups of similar patients given the same 
routine treatment. Therefore the reports of the United 
States Navy on the treatment of yourg, comparatively 
healthy males is of value (table 2). Neoarsphenamine 
definitely is the more toxic. There were no deaths 
following 121,689 injections of mapharsen, whereas 
forty-nine deaths followed 1,301,913 injections of neo- 
arsphenamine. 

The death rate, according to the literature, is one to 
67,332 injections of mapharsen. This is less than one 
half the death rate from neoarsphenamine. 


CONCLUSIONS AND SUMMARY 

1. A review of the literature shows that mapharsen 
is less toxic than neoarsphenamine. 

2. To date only six fatalities from mapharsen have 
heen reported. This rate is remarkably low considering 
that over twelve million ampules of mapharsen have 
heen manufactured. The deaths were reported as due to 
kidney damage in 2 cases, hemorrhagic encephalitis in 
1, aplastic anemia in 2 and acute agranulocytosis in 1. 

3. Patients who have mild or moderate cutaneous 
reactions to the arsphenamines usually (in about 85 per 
cent) can tolerate mapharsen. However, those who have 
true exfoliative dermatitis almost always (in 90 per 
cent) react similarly to mapharsen. It is probably not 
justifiable, then, to use mapharsen for a patient who 
has had a severe exfoliative dermatitis from arsphen- 
amine. A mild or moderate degree of dermatitis does 
not contraindicate the trial of mapharsen when arsenicals 
are deemed essential. 

4. About 90 per cent of the patients who have severe 
gastrointestinal reactions to the arsphenamines can 
tolerate mapharsen in therapeutic doses. 

Symptoms suggestive of nitritoid reaction have 
been reported but no case of true nitritoid reaction from 
mapharsen has been described. It is interesting to note 
that 42 patients who had severe nitritoid reactions from 
the arsphenamines were able to tolerate mapharsen with- 
out difficulty. 

Toxiderma was noted in about 1.5 per cent of 
13,769 patients who had received 240,811 injections of 


mapharsen. The incidence of exfoliative dermatitis jn 
this group was 0.11 per cent. Not one of these was fatal, 

7. Seven patients with thrombocytopenic purpura and 

2 patients with granulocytopenia from neoarsphenamine 
were able to tolerate mapharsen without reaction. 
Mapharsen may occasionally cause severe damage to the 
hemopoietic system. 

8. Careful observation of the use of mapharsen and 
neoarsphenamine by the intravenous drip method 
showed that mapharsen causes fewer and milder toxic 
reactions than neoarsphenamine. 

9. The United States Navy statistics on observations 
of reactions to neoarsphenamine and to mapharsen 
among patients comparable as to age, sex and general 
condition of health indicate that mapharsen is definitely 
the less toxic. 


GLOBULIN FRACTIONS OF A AND Bf 
AGGLUTINATING SERUMS_ FOR 
BLOOD TYPING 


A RAPID CARD TECHNIC FURNISHING A 
PERMANENT RECORD 


WILLIAM THALHIMER, M.D. 
AND 
SOPHRONIA A. MYRON, A.B. 
NEW YORK 

It is well known that it is difficult to secure large 
amounts of high titered A and B serums for determining 
blood groups. It is especially difficult to secure satis- 
factory A serum. 

Since it has been demonstrated that antibodies can 
be concentrated by various methods of globulin fractiona- 
tion, globulin frac- 
tions were prepared Patient's 
of pooled type A 3D 
and pooled type B 
serums in the at- 
tempt to concen- 0 
trate these specific 
isoagglutinins. It |—— 
was felt that if this 
could be accom- A 
plished it would not 
be necessary to 
secure high titered 
agglutinating 
serums from the B 
small percentage of 
individuals who 
yield these, but the 
agglutinins could AB 
be concentrated suf- 
ficiently in the ess 
globulin fraction Permanent record. International nome 
from pools of low  clature is used for blood groups. 
titered serums. 

It has been found, as the study progressed during 
the past two years, that it was extremely easy 
accomplish this. 

One or two liter pools were prepared, and the aggl- 
tinin titer of each individual serum, as well as that ot 
the unconcentrated pool and the globulin fractions | 


A serum | B seruz 


u 


From the Manhattan Convalescent Serum Laboratory on the Burea 

of neg New York City Department of Health. k 

_ 1. Mr. Eugene Cardone, of the Bureau of Laboratories, New Yor 
City: prepared these globulin fractions. 
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which resulted, was determined by Davidson's technic.* 
times we purposely worked with serum of a very 
w titer; at other times we made pools of ten or more 
rums as we obtained them and determined their titer 
ter, along with that of the unconcentrated pool and 
‘he globulin fraction. The last two pools prepared may 
erve as an illustration, and these results are given in 


accompanying table (tables 1 and 2). The agglu- 


\t 


1—Titration of Serums Included in Type A Pool 
for Globulin Fraction 14 


Con- 

\ Seru! Cells 17) 01-14) 1-28) «(1-56 1-112 1-224 1-448 1-896 1,792 trol 
Fu B - 

B 

\ B 

B - 

<A B - - - 
\Al 5 = 
\Al B 
\A25 B 
\A27 B 
\ASs B 
\A 
B 

\4] B 
B + 
\Abs.. B 
\A62.. B 
\A70. B 
G. F.14 B 

Uncer 

centrated 

Concer B 

trated 


Several hundred individual type A serums have been tested, and the 
‘iter has been found to vary from 1:7 to 1:448. 


inating titers of some of the globulin fractions were 
ound to be quite high, up to 1: 3,584 (table 3). How- 
ever, some extremely efficient globulin fractions had 
only a moderately elevated agglutinating titer. The final 
criteria of the test are the rapidity with which macro- 
scopic agglutination appears and the size of the clumps. 
There has been no difficulty in preparing fractions which 
will show easily detectable agglutination in five seconds 
or less, and within twenty to thirty seconds large clumps 
will have formed. There is a general trend of correla- 
tion of the titer of the isoagglutinins and the rapidity of 
macroscopic agglutination, but the correlation is not 
exact. The two globulin fractions, numbers 14 and 15, 
are just as rapid and reliable as others with higher 
agglutinin titer. 

At different times ammonium sulfate and sodium 
sulfate precipitation of the globulin has been carried 
out. The results indicate that a better preparation with 
better keeping qualities results from sodium sulfate 
precipitation. 

The globulin fraction is concentrated four or six 
times the original pooled serum. To some fractions 0.25 
per cent phenol and 1: 20,000 merthiolate were added, 
ind others were prepared without preservative. Both 
were found satisfactory. The preparations were clarified 
hy passing through a Buchner funnel containing paper 
pulp and filtercel, and then through a clay filter which 
holds back bacteria. The final preparation is placed in 
‘lals, is clear and has very much the appearance of 


a Davidson, Israel: Test for Infectious Mononucleosis, Am. J. Clin. 
+» Tech. Supp. 2: 56-60 (April) 1938. 
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slightly concentrated serum. This sterile, vialed material 
has not deteriorated when kept in a refrigerator at 
plus 5 C. for at least six months. 


METHOD OF DETERMINING THE BLOOD TYPE 

A drop of type A serum and a drop of type B serum 
are placed on a card. These drops should be about 
5 mm. in diameter. The blood used in the test is obtained 
from the patient's finger. Place a drop of blood about 
2.5 mm. in diameter next to each drop of typing serum. 
Mix thoroughly with a toothpick, spreading the muix- 
ture to a circle about 1.5 cm. in diameter. Rotate the 
card slowly until maximum agglutination has occurred 
and then allow the drops to dry. 

Blood groupings carried out in this manner shown in 
the illustration, furnish a permanent record which can 
be attached to the history sheet. The mixture of blood 
and serum absorbs slightly into the paper and this film 
is almost impossible to remove from the paper when 
completely dry. 

The blood grouping serums may be differentiated by 
adding aqueous methylene blue to the B serum and 
eosin to the A serum. 

Since drops of serum can be dried on a card and 
redissolved with water or physiologic solution of sodium 
chloride at the time of performing the test, a study was 
made of how long the drops of dried serum could be 
relied on. It was hoped that the dried serum would 
retain its specific efficiency for a long period. Some of 
the cards with dried serum on them were kept at room 
temperature, some in the icebox and some in the thermo- 
stat. Unfortunately, it was found that the efficiency of 
the dried serum could not be relied on for longer than 
three to seven days. It might be that if the cards of 
dried serum were kept under special conditions in an 
oxygen free atmosphere and perhaps in the icebox, the 


TasL_e 2.—Titration of Serums Included in Type B Pool 
for Globulin Fraction 15 


1- Con- 

B Serum Cells 1-7) 1-14 1-28) 1-56 1-112 1-224 1-448 1-896 1,7 trol 
BB174.... A +- + +- 
S84A...... A ; 
AA28 A in 
AA29 A 
AA34 A 
A — 
A 
AAS80..... A 
2569. A 
A 
2611.. A 
2621.. A 
2650.....+. A 4 
G. F. 16.. A 

Uneon A 

centrated 

Concen- A 

trated 


Several hundred individual type B serums have been tested, and the 
titer has been found to vary from 1:28 to 1:3,584. 


efficiency would last longer. Even if this occurred, it 
would not be practical for routine use. 

However, these A and B globulin fractions have been 
dried out of the frozen state in vials and this dried 


3. The idea for performing this test on cards or paper suggested itself 
to one of us when Dr. M. Ruiz Castaneda demonstrated his technic of 
the Weil-Felix agglutinating test for typhus fever in his laboratory in 
Mexico City. Dr. Castaneda places a large drop of a heavy suspension of 
killed proteus X organisms, suspended in a solution of methylene blue, 
on a piece of glazed paper, and adds to that a large drop of the patient's 
blood obtained from a finger prick. These are mixed rapidly and in the 
positive cases agglutination occurs rapidly. The blue stained clumps 
stand out sharply on a slightly pinkish blue background. 
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material has proved entirely satisfactory. A small 
amount of this dried powder, making a small mound 


Clinical Notes, Suggestions and 


4 or 5 mm. in the base and about 2 mm. high, is placed New Instruments 

on the card and one or two drops of distilled water _- — 

added to it. These are mixed with a toothpick and the STREPTOCOCCUS VIRIDANS SEPTICEMIA 
powder readily dissolves in not more than a minute. A CURE WITH SULFAPYRIDINE 

The test is then carried out as described. Some of this ng ee oe 
material has been kept at room temperature in a bottle Major, M. C., U. S. Army 

filled with atmospheric air for several weeks and has AND 


A. J. TANNENBAUM, M.D. 
First Lieutenant, M. C., U. S. Army 
Camp CLAIBORNE, LOUISIANA 


shown no deterioration. The dried material has been 
redissolved in the vial. by adding distilled water and 
has proved satisfactory. 
The preparations are equally reliable when used on. As time goes by in this sulfonamide era it becomes increas- 
glass slides with dilute suspensions of blood or cells ingly mete thet oa Oe eee field in the futur 
realm of therapy lies not in the operating room but in the 


for the usual microscopic tests. In fact, dilution of the chemistry laboratory, where the transmutation of metals js 
globulin fraction to one half with physiologic solution of — a, naught compared with the evolution of ideas as they pass 
sodium chloride at times produces an even sharper through the crucible of new interpretation. The case to } 


microscopic agglutination. presented is one of Streptococcus viridans septicemia, proved 

by four positive blood cultures. The patient was discharged 

SUMMARY from the hospital cured, as evidenced by six negative blood 

This study has demonstrated that blood group specific cultures and by normal physical and laboratory examinations. 
isoagglutinins for determining blood types can be greatly REPORT OF CASE 

concentrated by the usual method of globulin frac- E. A., aged 20, a private in Battery F, 125th Field Artillery, 


tionation with sodium sulfate. When the globulin frac- 34th Division, whose general health had always been excellent, 
tion is prepared from the usual low titered serums entered the Station Hospital, Camp Claiborne, Louisiana, on 
encountered, concentration from four to six times of the March 14, 1941, complaining of “flat feet.” Two days later, 
during convalescence from a mild nasupharyngitis, there was 

piaek tie an elevation of temperature to 100 F., a white blood cell count 

Taste 3.—Agglutinating Titers of Globulin Fractions Before  o§ 10,000 and constant pain over McBurney’s point. An acutely 


and After Concentration inflamed, nonsuppurative appendix was removed through a | 
———————————— eee McBurney incision under spinal anesthesia augmented by ether 
Globulin Blood Titer Before Titer After Final inhalation. Convalescence was progressing uneventfully unt! 
Lot No. Group Concentration Concentration Concentration the third postoperative day, when pleurisy and_bronchopneu- 
Pregsnsded A 1: 56 1: 1,792 5.14 monia developed in the lower lobe of the right lung. This 
diagnosis was confirmed by roentgenograms. The patient was 
— A 1: 56 1: 994 5.9 given sulfathiazole 4 Gm. immediately, then 1 Gm. every four 
iakusties B 1:12 1: 2% 4.4 hours for the next forty-eight hours, at the end of which 


— _———______—_— — time he complained of severe pain precordially and in the leit 
shoulder. Inspection of the chest revealed a bulge in the 
filtered sterile globulin solution yields a clear preparation left parasternal region, over which a to and fro grating sen- 
which is completely satisfactory and reliable for either sation was detected on palpation and a loud rough sound on 
macroscopic or microscopic determination of blood ~— and diastole transmitted to the left axilla and posteriorly 
groups. to the angle of the left scapula on stethoscopic examination. 
Valvular sounds could not be evaluated because of extreme 
Preparations are easily obtainable which show detect- precordial noises. The blood pressure was 100 systolic and 
able macroscopic agglutination of red cells in five sec- 80 diastolic. Percussion revealed the left border of the heart 
onds, with the formation of large clumps in twenty to to extend to the left anterior axillary line. Retromanubrial 
thirty seconds. The macroscopic test can be carried out ‘ulness measured 8 cm. A 6 foot heart plate was confirmatory 
on the usual type of filing card or on paper which is for pericardial effusion. The cardiothoracic ratio an ae 
6us. The tests are easy to read when still ‘<ctrocardiogram revealed low voltage in all QRS compltxe 
not too porous pe 2 ; ‘ and barely positive T: and Ts, with an isoelectric Ts. A blood 
in the wet state, both positives and negatives being culture was taken. Two days later T: and T2 were negative, 
clearcut. When allowed to dry, the negative tests some- — T, isoelectric and T., which previously had been positive, was 
times assume a finely granular appearance, which, after now also negative. 
experience, should be easily differentiated from the Five days after the onset of the pericarditis the blood culture 
positive tests. revealed a growth of Streptococcus viridans hemolyticus. The 
blood pressure was 102 systolic and 58 diastolic and numerous 


2 cm. 


Tests can be allowed to dry, after which the cells } “age 
: red, slightly cyanotic, raised patchy areas measuring 2 by - 


adhere with tenacity to either the paper or the card and appeared within four days. There were no small cutaneous 
can be rubbed off only with great difficulty. Therefore petechiae. No retinal hemorrhages were present. Blood cul- 
the original test can be kept as a permanent record with tures were taken every other day until four had been taken. 
the patient's history. On the sixth day after the onset of precordial distress the 
Instruction for performing the test can be printed on _ patient had a severe shaking chill followed by a temperatur’ 
large cards or history sheets with a diagram for deter- ©f 102 F. Urinalysis revealed the presence oan mets 
mining each of the four groups. With but little cells, red blood cells, albumin 3 plus and granular and cellular 


casts. The abdomen became noticeably distended and neces 
demonstration, interns and technicians sasily le ‘cardial grat- 
Clans Can easily Jearn sitated the use of intramuscular pitressin. The pericardia! 

to carry out this test at the time of the original 


ing was diminishing to the point at which a long, soft wing 
physical examination of the patient, and this can be systolic murmur became audible over the entire precordium, 
filed with the patient's history as a permanent record and P: was definitely accentuated. All four blood cultures 
of his blood type. were now reported positive for growth of Streptococcus viridans, 


Fifteenth Street and East River. 


From the Station Hospital. 
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decided to administer sodium suliapyridine intra- 

Six Gm. of this drug in 150 cc. of sterile distilled 

as carefully, cautiously and extremely slowly adminis- 
vein twice a day in addition to 1 Gm. by mouth every 
irs. The general condition of the patient was extremely 
d he was given supportive treatment with whole blood, 
extrose and physiologic solution of sodium chloride. The 
sent received this chemotherapy for four days, the blood 
concentration being raised to 16 mg. per hundred cubic 

ers. After this his temperature range was within 
limits except for an occasional slight elevation. He 

id further chills. Urinalysis revealed but few red blood 
ils. Daily ophthalmoscopic examination revealed normal 
wdi. The spleen was not palpable. Six blood cultures taken 
‘rom this point on were subsequently reported sterile. The 
oulse rate continued at a rate of 120 a minute. A short, systolic, 
.pical murmur was audible, and Ps was considerably decreased 

intensity. There were frequent premature ventricular con- 
tractions. 

In spite of roentgen and physical evidences of the heart and 
lunes having returned to normal, the electrocardiographic read- 
oes were more gradual in their return to normal. Ten weeks 
dter the initial onset of the disease all laboratory and physical 
examinations except the blood sedimentation rate had returned 
i) normal. The sedimentation rate was still 26 mm. in the 
first half hour. This reverted to 4 mm. in the eleventh week 
ind remained so on three subsequent examinations. The patient 
has gained 50 pounds (22.7 Kg.) and has no further complaints, 
complications or sequelae. There was no pronounced anemia 
such as that produced frequently in these cases by the powerful 
streptococcic hemolysins. 

SUMMARY 


This case shows how decisive must be the action of the 
chemotherapeutic agent sulfapyridine on Streptococcus viri- 
dans in the blood stream. Four positive blood cultures prove 
conclusively that the blood stream was infected and then, after 
the blood sulfapyridine concentration was raised to and main- 
tained at 16 mg. per hundred cubic centimeters for four 
consecutive days, the subsequent blood cultures remained sterile. 

For several days in the early stages of this illness there 
was every reason to believe that we were dealing with endo- 
carditis as well as pericarditis as a complication in this case. 

The case illustrates forcefully how critically and how desper- 
ately ill a patient with this type of condition can be and yet 
make a 100 per cent recovery, as revealed by the fact that 
examination six months after the onset of illness reveals no 
abnormal physical or laboratory findings. 


CEREBRAL DAMAGE FROM INSULIN “SHOCK” 
HEMIPLEGIA, APHASIA AND EPILEPTIC SEIZURES 
FOR FIFTEEN MONTHS 


Frank N. Attan, M.D., Boston, anp R. M. Cromme tin, M.D., 
PORTLAND, ORE. 


Symptoms occurring from overaction of insulin in the treat- 
ment ot diabetes usually disappear so quickly and so completely 
that they are now regarded with little concern. Even coma 
and convulsions no longer cause alarm. In fact, the production 
of convulsions in insulin therapy of mental disease is undertaken 
deliberately in the hope of securing beneficial effects. Yet 
it should not be forgotten that hypoglycemia may cause death 
or permanent disability from damage to the brain. 

A number of reports have been published concerning such 
results in cases of spontaneous hyperinsulinism as well as in 
mental and diabetic cases in which insulin therapy has been 
elven.’ At the same time it must be pointed out that evidence 


Atlas the Department of Internal Medicine, the Lahey Clinic (Dr. 
an); Dr. Crommelin was Fellow in Internal Medicine, the Lahey 


|. Moersch, F, P., and Kernohan, J. W.: Hypoglycemia; 
ts Neu pathologic Studies, Arch. Neurol. & Psychiat. 39: 242-257 
eb.) 1938. Malamud, Nathan and Grosh, L. C., Jr.: Hyperinsulinism 
p - d Cer ral Changes; Report of Case Due to Islet Cell Adenoma of the 
anereas, Arch. Int. Med. 61: 579-599 (April) 1938. Tayne, J. A. 
Min et A. B.: Hypoglycemic Cerebral Damage in Diabetic Patients, 
7 innesota Med. 22:771-776 (Nov.) 1939. Klein, F., and Ligterink, 


and Cerebral Arch. Int. Med. 63: 1085-1096 
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of permanent harm to the central nervous system has been 
encountered with relative rarity, considering the large number 
of diabetic patients treated daily with insulin. Textbooks on 
diabetes cite isolated examples. Joslin and his associates * 
mentioned suspicion, of permanent mental change after a severe 
insulin reaction in 1 case, but the origin was not certain in 
view of previous mental instability and alcoholism. Wilder * 
described a case which was also included in the previous report 
by Layne and Baker; a boy had permanent mental deteriora 
tion after a severe insulin reaction which caused unconsciousness 
lasting six weeks. 

A case of juvenile diabetes, seen at the Lahey Clinic, illus- 
trates the unfortunate consequences of cerebral damage from 
insulin “shock.” It is also unique in that epileptic symptoms 
occurred for fifteen months after recovery from hypoglycemia 


REPORT OF CASI 

A girl aged 6 years was admitted to a hospital elsewhere 
on June 24, 1940 for treatment of diabetes which had begun 
to cause the cardinal symptoms about three weeks before. She 
quickly improved under treatment with diet and insulin, and 
on July 4 the parents were informed that she would be ready 
for discharge the following day. She was then receiving 
daily 25 units of protamine zinc insulin before breakfast. 
When the parents went to the hospital to take the child 
home they found that she was unconscious and had been having 
a series of convulsions. A letter from the attending physician 
stated that a severe insulin reaction had developed with twitch- 
ing and convulsions but that she aroused enough to take some 
corn syrup and orange juice. Blood sugar at that time, 
9:30 a. m., was 52 mg. per hundred cubic centimeters; at 
5:30 p. m. it was 64 mg.; she was given 30 cc. of 50 per cent 
dextrose, because she still had convulsions with twitching of 
the right arm and right side of the face. The temperature, 
which had been normal in the morning, went to 102, the pulse 
to 110 a minute and the respiratory rate was 8. She appeared 
to have some rigidity of the neck. The spinal fluid was normal 
but under considerable pressure. She remained in a_ stupor 
for three days. When she aroused, she had hemiplegia of 
the right side and aphasia. 
The child showed gradual improvement but when she was 
discharged from the hospital in the middle of July she still 
had weakness affecting the right arm, and she walked with 
a limp. She gained strength slowly but did not regain the 
full use of her limbs. She showed complete aphasia until 
July 19; then she became able to say single words. Convulsive 
seizures and spasms affecting the right arm and leg and the 
right side of the face occurred at intervals, varying in degree 
and intensity. They became more frequent in the autumn, 
and during the first part of November they occurred daily. 
The diabetes was difficult to control. Regular insulin had 
been substituted for protamine zinc insulin after the accident. 
As a rule, from 5 to 10 units of insulin was given before each 
meal. Some of the tests of the urine were sugar free, but it 
seemed impossible to control the glycosuria continuously. Con- 
vulsive seizures occurred on some occasions soon after insulin 
had been administered. The parents came to think that the 
seizures were caused by the insulin, and when the attacks 
came so frequently they stopped the injections in desperation 
on November 10. 
The child rapidly became seriously ill with the usual symp- 
toms of acidosis. She was rushed to the hospital in Boston 
and on November 12 arrived in severe diabetic coma. The 
blood sugar was 820 mg. per hundred cubic centimeters; the 
carbon dioxide combining power of the plasma was approxi- 
mately 1. Treatment with 230 units of insulin in divided 
doses supplemented by the usual measures brought about grati- 
fying recovery, and the child was fully conscious the following 
morning. The diabetes was finally brought under control with 
15 units of protamine zinc insulin before breakfast and 5 units 
of regular insulin before breakfast and supper. 


Joslin, E. P.; Root, H. F.; White, Priscilla. and Marble, Alexander 

The “Treatment of Diabetes Mellitus, Philadelphia, Lea & Febiger, -1940. 
3. Wilder, R. M.: Clinical Diabetes Mellitus and Hyperinsulinism, 
Philadelphia, W. B. Saunders Company, 1940. 
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Examination after the coma subsided showed slight weakness 
and awkwardness in the right arm and slight dragging of the Special Article 
right leg when walking. She continued to show the aphasia. 
Spasms affecting the right cheek occurred on two occasions. 
Treatment with phenobarbital 4 grain (0.016 Gm.) three times 


THE PHARMACOPEIA AND THE 


a day was prescribed to control these attacks, While in the PHYSICIAN 
hospital she gained more control of her limbs and further —— 
improvement occurred gradually after dismissal from the hos- TREATMENT OF YELLOW FEVER 


pital on November 20. She also made a little improvement in 
her ability to speak. At the last report, received in October FRED L. SOPER, M.D. 
1941, she was still handicapped by aphasia. Slight epileptic RIO DE JANEIRO 
seizures occurred at intervals. This is one of the second series of articles written by emine»: 
An electroencephalogram made by Dr. Knox H. Finley authorities for the purpose of extending information concern; 
showed abnormal brain waves, reproduced in the accompanying the official medicines. The twenty-four articles in this serie 
illustration. There was diffuse abnormal activity which was /tave been planned and developed through the cooperation , 
most pronounced from the left hemisphere, without, however, ‘he U. S. Pharmacopeial Committee of Revision and Ty 
being limited to any particular part. JOURNAL OF THE AMERICAN MepIcaL AssocraTion.—Fp, 


In the treatment of yellow fever there is only one rule: ¢ 
lt. Oc.-Mast. not kill the patient—Miguel Couto. 


The therapy of yellow fever can be given in a single lin 
VIVID "\ OO the disease cures itself or kills in spite of any and ever 
treatment.—Sinval Lins. 

These aphorisms summarize the experience of th 
Brazilian medical profession in Rio de Janeiro fron 
1849 to 1908 and in 1928-1929; Couto, for many year: 
the revered dean of the national profession, practiced in 
lt. Temp.-Mast. Brazil’s capital during the last two decades of yellow 

Somy. fever endemicity and was still active during the 192s- 
1929 epidemic, and Lins was in charge of the hundred: 
of patients isolated in the Sao Sebastiao Hospital during 
this epidemic. Observations on experimental infection: 
in the rhesus monkey since 1927 have confirmed this 
extreme therapeutic pessimism. A consideration of thi 
etiology, pathology and symptomatology of yellow fever 
aids in understanding the difficulties of attempting spe- 
1t. Fr.-1t. Oc. cific therapy. Fortunately the situation with respec 

to prophylaxis is much more favorable. 


rt. Oc.-Mast . 


SEC 


DEFINITION 
Yellow fev i -limi i “ti 
Os. ow fever is a short, self-limited infection cause: 


by a specific virus, followed by an intoxication dw 
in large part to the destruction of tissue cells, especiall\ 
the parenchymal cells of the liver. 


ETIOLOGY 

Electroencephalogram. Six simultaneous recordings (six channel electro- 
cardiographic apparatus) from the occipital, temporal and frontal leads to Man may acquire yellow fever im nature as a link 
occipital areas of each hemisphere. From each three pairs of homologous the man-Aedes aegypti-man chain of the urban diseas 
leads it will be noted that the slow 3 to 4 per second high voltage activity Or as an offshoot of the vertebrate-invertebrate- 

is more pronounced from the left than from the right in each instance, . a at | 
demonstrating a greater degree of disturbance of the cerebral electrical vertebrate jungle cycle of infection. Clinically, patho- 
activity from the left hemispheré than from the right. Some runs of logically and immunologically the disease is identica 
normal 9 per second cycles are observed from the right occipital and right ink 
frontal to the occipital leads. Not one is observed from leads over the left whatever the source of iniection, domiciliary or forest 
hemisphere. The specific virus of yellow fever is one of the smaller 
cones pathogenic filtrable viruses. Active yellow fever virus 
is highly antigenic in man and monkeys and is ver) 
susceptible to the antibodies produced. Although differ- 
ences in behavior in test animals can be demonstrate 


for viruses just isolated from patients with yellow feve' 


One can assume that the occurrence of coma and convulsions 
under the conditions described must have been due to an insulin 
reaction, and this opinion was confirmed by the blood sugar 


reports furnished by the attending physician. The subsequent df in the 
ill effects can be attributed to organic changes in the brain and tor others modihed in various ways in te labo" 


from the prolonged hypoglycemia, There can be little doubt tory, these differences are not sufficient to perm 
that this patient has had damage similar to that described in immunologic differentiation, . ‘ zo 
cases in which hypoglycemia has been fatal. The prognosis The term “pantropic Is applied to yellow tever benveg 
must be considered serious, but the recovery of function of the aS isolated from patients with this disease since it pos 
arm and leg, together with improvement in speech, is encourag- Ssesses both viscerotropism and neurotropism. Pantropitc 
ing. Yet the persistence of some degree of mental dulness, virus produces visceral yellow fever in rhesus monkeys, 
partial aphasia and epileptic symptoms for fifteen months whether inoculated subcutaneously or intracerebrally. 
limits the hope of complete recovery of cerebral function. but produces, following intracerebral inoculation, 
The experience with a case such as this indicates the need encephalitis in the white mouse which is not susceptible 
for caution in the prevention and treatment of severe hypo- to visceral yellow fever. The viscerotropism 0! the 
glycemic reactions when even moderate doses of insulin are pantropic virus can be readily reduced by repeated! brain 
employed. to brain transfer in the mouse, but such repeated trat= 

605 Commonwealth Avenue. fer augments the neurotropism, as shown by the short- 
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ened incubation period between inoculation and the onset 
of encephalitis. The neurotropic virus thus obtained 
no longer produces visceral yellow fever in rhesus mon- 
keys, but intracerebral inoculation is followed by fatal 
enceplialitis. The simultaneous reduction of both vis- 
cerotropism and neurotropism has been accomplished 
(vaccine virus 17D) but is much more difficult and 
uncertain. The reduction in viscerotropism is appar- 
ently much greater than that of neurotropism; the 
modified virus kills the white mouse with encephalitis, 
hut only after a prolonged period of incubation, and 
produces encephalitic symptoms in a certain percentage 
of rhesus monkeys. 

The virus of yellow fever has been shown to exist 
in the blood stream, in quantities sufficient to infect 
mosquitoes, only from the first to the end of the third 
day, although the more sensitive mouse inoculation test 
has shown some virus in human cases as early as four 
hours before and as late as the beginning of the fifth 
day after onset. The disappearance of virus from the 
blood stream is correlated with the development of 
antibody which may be present in amounts sufficient 
to protect white mice by the end of the fourth day. 
Virus and antibody have been shown to coexist on the 
fourth day, and positive results from the mouse protec- 
tion test have been reported for cases which later pro- 
gressed to a fatal termination. The high concentration 
of active virus in the blood stream corresponds to the 
initial period with symptoms of infection, whereas virus 
is either absent or present in minimal quantities during 
the period of intoxication. The inoculation of even 
large amounts of inactivated virus is not followed by 
the production of antibody nor by signs of intoxication. 
The symptoms of the intoxication phase of yellow fever 
cannot, then, be attributed to inactivated virus. 


MORBID ANATOMY 


Internally, the gross autopsy generally reveals jaun- 
dice, hemorrhage, a pale yellow, fatty liver, a pale, flabby 
heart and tense, swollen kidneys. Greater or lesser 
evidence of hemorrhage may be found in the stomach, 
intestine, gallbladder, epicardium and_ pericardium, 
meninges, uterus, pleura, lungs and bladder. 

The most important microscopic lesions of yellow 
fever consist of degenerative changes, fatty degenera- 
tion and necrosis of the parenchyma, with almost no 
inflammatory reaction. Many organs and tissues are 
attected by these changes, but those of the liver, kidney 
and heart are most important. 


Liver—The extent of injury to the liver revealed 
hy microscopic examination is surprising in the face 
of its relatively normal gross appearance. The lesion 
ls complex, involving the parenchymatous cells in 
hecrobiosis, necrosis and fatty degeneration. The degree 
ot necrotic change may range from 5 to 95 per cent 
ot the parenchymal cells. In extreme cases only a few 
cells, recognizable as hepatic parenchyma, may be found 
close to the portal sheath at the periphery of the lobule 
and a few others forming a rim of scattered cells about 
the central vein. 

Fatty changes are always found in the liver of patients 
with yellow fever, but the extent of involvement varies 
widely from patient to patient. There is no evidence of 
(damage to the stroma. 

_ Kidney—The reaction of the kidney to yellow fever 
is like that of the liver: degenerative, not inflammatory. 
rhe lesion varies greatly from cloudy swelling to severe 
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fatty degeneration and necrosis and is not necessarily 
correlated with the alterations of the renal function 
observed. The convoluted tubules of the cortex are 
especially subject to damage, but the medullary tubes 
may also suffer. The glomeruli may show congestion 
and some exfoliation of surface epithelium. 

Heart.—Well detined degenerative noninflammator) 
changes may be found in all parts of the myocardium, 
including the sinuatrial node, the auricle, the auriculo 
ventricular bundle and the ventricle. Granular and fatty 
degenerations of the muscular fibers are constant, 
found, hyaline and vacuolar degenerations less fre 
quently. The degenerative lesions of the myocardium 
are sufficient to explain the functional disturbances 
encountered in yellow fever, such as bradycardia, low- 
ered arterial pressure, severe asthenia, venous stasis and 
electrocardiographic irregularities. 

The lesions are not equally severe in all organs of the 
same patient ; when the liver is badly damaged the heart 
may escape lightly, or vice versa, while in other instances 
the kidneys seem to bear the brunt of the attack. There 
is, however, in all cases resulting in death an appreciable 
necrosis of liver tissue, and this is the most constant 
as well as the most characteristic lesion of yellow fever. 


BLOOD CHEMISTRY AND METABOLISM OF 
YELLOW FEVER 

Studies on the rhesus monkey infected with yellow 
fever show that the chemical components of the blood 
serum and the metabolic functions of this animal suffer 
little change during the first stage but shortly before 
death undergo important modifications of a character 
often found correlated with extensive destruction of 
liver tissue. 

Early changes, which may appear some days before 
death in rhesus monkeys, include : 


1. Increased bilirubin content of the blood. 

2. Diminished rate of excretion of bromsulphalein dye. 

3. Lowered fibrinogen content of blood, associated with 
increased clotting time. 


Later changes, generally apparent only on the last 
day before death, include : 

4. Progressive hypoglycemia, at first slight, preceding altera 
tion in nitrogenous elements and becoming severe in later stages 

5. High concentration of nonprotein nitrogen in the blood 

6. Absolute increase in urea concentration, proportionately less 
than the increase of nonprotein nitrogen. 

7. Increase of amino acid nitrogen, proportionately greater 
than the increase of nonprotein nitrogen. 

8. Increase of rest nitrogen. 


Creatinine increases but little, and that only imme- 
diately before death, probably as the result of a terminal 
anuria, while uric acid does not increase at all and the 
percentage of the total nonprotein nitrogen of these 
two constituents is greatly reduced. Attention should 
be called to the occurrence of extreme hypoglycemia 
without hyperuricemia. Hypoglycemia is a common 
finding in human infections of yellow fever. 

Only if yellow fever has produced obvious symptoms 
of intoxication do the concentrations of the nitrogenous 
constituents of the biood become appreciably altered. 
The most significant change is that in the amino acid 
nitrogen, which shows strikingly large gains both in 
absolute amount and in relation to total nitrogen. ‘The 
changes noted indicate a loss of ability to deaminize 
amino acids and to form urea, a deficiency of uric acid 
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production and an impairment of hepatic glycogen for- 
mation, all of which are found following hepatectomy. 
It is difficult to escape the conclusion that they are 
dependent on a destruction of the liver parenchyma. 
Although the kidneys are functionally damaged, the 
retention by the rhesus kidney of the ability to produce 
urine in normal amounts and of normal concentration 
throughout the preintoxication stage of yellow fever 
indicates that this damage is not the chief factor in 
the production of the most characteristic disturbances 
of the disease. No definite evidence of serious impair- 
ment of kidney function was observed except terminal 
anuria. 

A significant increase of guanidine in the blood has 
been found in monkeys, and a similar finding has been 
reported in a human case. A similar increase of guani- 
dine in the blood has been found in other diseases and 
intoxications in which extensive damage to the liver 
occurs, such as carbon tetrachloride, phosphorus, ars- 
phenamine, chromium and chloroform poisoning, acute 
yellow atrophy, Laénnec’s cirrhosis of the liver and 
eclampsia. Guanidine poisoning in dogs produces 
bloody vomit, hypoglycemia, depression, prostration and 
death, with autopsy showing hemorrhagic areas at the 
pyloric end of the stomach and in the duodenum. The 
similarity of this picture to that of yellow fever is 
pronounced. 

CLINICAL PICTURE 

The clinical picture of yellow fever may vary as much 
as do those of measles, smallpox, poliomyelitis and other 
virus diseases. Yellow fever may be seen as: 


1. Inapparent infection recognized only through proof of 
acquired immunity. 

2. Abortive infection with vague initial symptoms suggestive 
of mild influenza, lasting only some hours or possibly one day, 
often recognized only by slowing of the pulse during con- 
valescence. 

3. Incomplete attacks with severe onset, high fever, headache, 
body pains, dizziness and temperature and pulse curves typical 
of yellow fever but without hemorrhage, jaundice and anuria. 
Albuminuria and cylindruria may appear suddenly and increase 
rapidly on the third, fourth or even fifth day in the absence 
of other severe symptoms. 

4. Complete attacks, classic yellow fever. In these cases, 
following a typical severe onset with symptoms of severe infec- 
tion, there occur during the second stage albuminuria, hemor- 
rhage and jaundice. The classic attack may be mild if the 
hemorrhage does not become excessive and the kidneys do not 
continue to secrete. Severe oliguria and anuria are found only 
in cases presenting hemorrhage and jaundice. 


The clinician notes in the early phase of classic yellow 
fever the usual signs and symptoms of acute infection 
but finds nothing to prepare him for the overwhelming 
intoxication which supervenes as the infection itself 
declines. The classic clinical picture of yellow fever 
is one of intoxication rather than of infection and con- 
sists of a symptom complex associated with the loss of 
hepatic and renal function, which is common to a number 
of diseases and intoxications producing destruction of 
liver parenchyma. This complex is not pathognomonic 
of yellow fever; it is the sequence of symptoms, rather, 
that is the most characteristic feature of the disease. 

Period of Infection—The onset of yellow fever is 
dramatic in the rapidity with which, within a period 
of a few hours, an apparently well person is transformed 
into a very sick patient. The symptoms—headache, 
backache, pain in the legs, malaise, nausea and vomiting 
—are out of all proportion to the physical examination. 
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In many cases the infection of yellow fever is explosive. 
the pulse and temperature reach their fastigia on the 
first day, after which there is a tendency for both 
to decline, the pulse falling sooner, more rapidly and 
more constantly than does the temperature. This heha- 
vior of the pulse and temperature is probably the most 
constant and characteristic individual finding in yelloy 
fever. Although the temperature often shows a secop- 
dary rise during the phase of intoxication, the pulse 
seldom does, in uncomplicated cases, except in extremis. 
Bradycardia is common after the third day. 

The general picture presented by the patient during 
the period of infection is one of active congestion accom- 
panied by severe prostration. Nausea and vomiting, 
associated with this period, are not necessarily indica- 
tive of a serious prognosis, and the early appearance 
of a relatively heavy albuminuria is of diagnostic rather 
than of prognostic importance. 

Generally at the end of the first forty-eight to seventy- 
two hours the congestion declines, the temperature 
reaches normal or even subnormal levels and the patient 
enters a period of relative tranquillity which marks 
the end of the period of infection. 

Period of Intoxication—About the end of the third 
day, but sometimes as late as the fifth, the entire clinical 
picture changes. The active congestion of the previous 
period is replaced by a venous congestion, accompanied 
by low arterial tension; nausea and vomiting, which 
may have been present during the period of infection, 
are now more severe and are of grave import. Over- 
whelming intoxication becomes apparent with the 
appearance of the formidable triad albuminuria, hemor- 
rhage and jaundice. In fulminant attacks symptoms 
of intoxication are precocious and merge with those of 
the phase of the infection. 

Jaundice —The jaundice of yellow fever may be so 
slight as to be missed by the inexperienced, and is rarely 
or never intense in early cases. Subicterus is the most 
common finding and may be noted in the conjunctivas 
as early as the end of the second day, but severe, visible 
cutaneous icterus appears late and is not found in the 
fulminant type of the disease, in which symptoms of 
intoxication appear before those of infection have abated. 

Hemorrhage-—The amount of hemorrhage noted in 
cases of yellow fever varies greatly, but some tendency 
to hemorrhage is to be found in the majority of clin- 
ically diagnosable cases. Although slight hemorrhage 
may, and often does, occur during the initial stage ol 
active congestion, the dangerous, typical hemorrhage 
of yellow fever is that of the second phase. Serious 
hemorrhage generally develops somewhat later than does 
albuminuria, although in fulminant attacks second phase 
hemorrhage may begin as early as the end of the second 
day. Hemorrhage may be so severe as practically t0 
exsanguinate the patient and is undoubtedly often the 
immediate cause of death. 


Albuminuria —The onset of albuminuria is rapid, as 
if some sudden, violent intoxication involving renal tunc- 
tion had occurred rather early in the course of the 
infection. From a normal urine, or one showing only 
the traces of albumin usually found in cases of iebrile 
involvement, a sudden jump to 3 or 4 Gm. of albumin 
per liter, with hyaline and granular casts, may occu! 
in eight or ten hours, as early as the end of the second 
day or as late as the fourth or even the fifth day o! 
illness. Albuminuria is almost a constant finding ™ 


cases of yellow fever, and even cases of mild oor 
ment will usually show some albumin if carefully studie 
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throughout. Practically all cases of severe yellow fever 
show a much heavier albuminuria than would be 
expected in severe fevers due to other causes. Heavy 
albuminuria may be found in cases showing no other 
severe symptoms and is not in and of itself of serious 
prognosis. 

Anuria, the most dreaded symptom of yellow fever, 
may occur unexpectedly in cases presenting an other- 
wise favorable prognosis. Anuria apparently depends 
on an entirely different mechanism from that producing 
precocious albuminuria. The former is never found 
without other signs of destruction of the liver, whereas 
the latter may be heavy in cases of mild disease without 
such signs. Anuria follows and seems to depend on 
hepatic involvement ; albuminuria may precede and even 
be independent of other signs of hepatic intoxication. 
It is probably safe to conclude that albuminuria may 
occur either as a result of direct involvement of renal 
function during the phase of infection or later because 
of intoxication secondary to destruction of hepatic 
parenchyma but that anuria is produced only by this 
secondary intoxication. 


TREATMENT 


Virus diseases are, in general, noteworthy for their 
variability in severity. Yellow fever is a prominent 
example of such variability and is also a disease of 
uncertain prognosis. Only with a knowledge of these 
characteristics is it possible to understand the past accep- 
tance and popularity of many forms of treatment for 
yellow fever, since abandoned. Once yellow fever has 
declared itself, there are no known specific serologic 
or chemical therapeutic agents of value. 

Serum Treatment.—The demonstration of successful 
immune serum therapy in other infectious diseases led 
to the hope that it might be useful in yellow fever, which 
constantly produces a high grade and permanent immu- 
nity inman. Although the inoculation of small amounts 
of immune serum just before, together with or within 
a few hours after the inoculation of yellow fever virus 
in rhesus monkeys has been found efficient in preventing 
the multiplication of virus and the development of infec- 
tion, the use of relatively large amounts of such serum 
soon after onset of symptoms in either man or monkey 
las not appreciably altered the course of the disease. 
A possible explanation of these observations is to be 
tound in the behavior of the virus and immune serum 
in tissue culture. Simultaneous inoculation of immune 
serum with the virus in tissue culture prevents growth 
of the virus, whereas addition of immune serum to tissue 
culture in which the virus is already developing results 
in sterilizing the liquid part of the culture but fails 
to inactivate or prevent the development of the virus 
already within the cellular elements of the culture. 

Apparently the onset of symptoms in yellow fever 

occurs only after the virus has been widely distributed 
and safely entrenched within the cells throughout the 
body, 
_ Prophylaxis —Immune serum was extensively used 
lor the protection of laboratory workers exposed to 
yellow fever virus previous to the development of vac- 
“ination with modified strains. Experience shows that 
such passive immunization is fleeting and uncertain and 
should not be relied on for more than a few days follow- 
Ing inoculation. 

Active modified strains of yellow fever virus have 
been used for immunization since 1931. The first of 
these used, having a reduced viscerotropism but 
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increased neurotropism, was considered unsafe by 
American workers unless combined with immune serum. 
This requirement greatly limited its application. In 
the Americas, in England and in the British colonies in 
Africa, vaccination has since 1937 depended on the 
use of another strain, known as 17 D, which has not 
only lost in great part its viscerotropic affinity for liver 
and kidney tissue but also, in contrast with the strain 
previously used, shows a greatly reduced neurotropism. 

Virus 17 D grows readily in chick embryo, and the 
infected embryo itself is used in the preparation of the 
vaccine. Only one inoculation is given. Successful 
vaccination depends on delivering living virus under the 
skin of the person being vaccinated. Inactivated virus 
is not antigenic, and every precaution should be taken 
to protect vaccine virus against moisture, heat, sunlight 
and other harmful agents. 

Reactions to virus 17D are generally unnoted or 
consist only of slight headache and malaise for some 
hours five to eight days after inoculation. 

In most cases in which tests have been made the 
active immunity produced by virus 17 D has persisted 
unaltered during the four year period since the field 
use of this vaccine began. Only after the lapse of a 
longer period can conclusions regarding its duration be 
drawn. 

Symptomatic Treatment.—Although there is no spe- 
cific treatment of yellow fever, there are certain clear 
indications for careful handling of all cases, even appar- 
ently those of mild involvement. 

To meet the involvement of the circulatory system 
which occurs early, is often severe and may persist 
far into convalescence, the patient should have from 
the beginning absolute bed rest in a recumbent position. 
The patient should not be moved from the place of 
attack, especially after the first day. The reassumption 
of activity during convalescence should be very gradual. 
Careful nursing is essential. 

The gastrointestinal tract should be relieved of its 
routine responsibilities. An initial saline purge may 
be given on the first day, followed by daily enemas. 
Abstinence from food, except fruit juices to combat 
hypoglycemia, should be absolute during the phase of 
infection and, until after the temperature has returned 
to normal, in the phase of intoxication. Water, Vichy 
water or water alkalized with sodium bicarbonate, and 
citrus fruit juices may be given frequently in small 
amounts. If vomiting prevents taking liquids by mouth, 
recourse may be had to intravenous dextrose, physio- 
logic solution of sodium chloride by hypodermoclysis 
and tap water by rectum. For direct relief of vomiting, 
cracked ice and cocaine hydrochloride 0.015 Gm. 
(% grain) U. S. P. may be given by mouth and 
codeine sulfate 0.03 Gm. (% grain) U.S. P. by hypo- 
dermic injection. Feeding should be resumed slowly, 
beginning with chicken broth, buttermilk, rice water, 
crumbled egg yolk and easily digestible liquids with 
added lactose. 

A high temperature may be relieved by an ice cap 
to the head and by tepid sponge baths. Depressant 
antipyretic drugs should not be used.' 

The results of chemical analysis of the blood would 
seem to indicate the use of dextrose to combat hypo- 
glycemia and of calcium salts to neutralize the 
guanidine-like toxins common in conditions causing 


1. Quinine should be administered to patients with fever in regions in 
which yellow fever may be present only after confirmation of the diagnosis 
of malaria by examination of the blood film. 


18 
= 
= 
Tea 
\ 
in 


378 


destruction of liver parenchyma. The use of calcium 
lactate and dextrose, so successful in some other intoxi- 
cations, has not been followed by recovery of monkeys 
showing signs of intoxication, nor have striking results 
in man been demonstrated. 

Further studies of the effect of these substances 
would seem to be indicated. The rhesus monkey may 
not be suitable for such studies, since it is more sus- 
ceptible to the substances producing intoxication in yel- 
low fever than is man. It is to be hoped that few 
opportunities will occur for future observation of thera- 
peutic measures in yellow fever in man. The possibility 
of completely eradicating Aedes (Stegomyia) aegypti 
from towns, cities and even entire states makes future 
urban outbreaks unnecessary, and vaccination is avail- 
able for the protection of populations exposed to jungle 
yellow fever. The proper application of these prophy- 
lactic measures should prevent the occurrence of out- 
breaks to supply the necessary cases for observation. 

To close these remarks on the treatment of yellow 
fever on the same pessimistic note on which they opened, 
it is fitting to quote from Lins again: 


alkalis and acids, glucose and insulin, serum and 
blood of convalescent cases, transfusion of normal blood,, anti- 
yellow fever serum, specific vaccine therapy, bleeding, injections 
of lugol [compound solution of iodine], of permanganate, of 
hyposulfite of sodium, of calcium, of chlorides, colloids, bis- 
muth preparations, hemostatics of all kinds, and finally anti- 
tryptic serum in large doses, all were tried in vain against 
this terrible disease. Never did I observe beneficial effects 
from any of these remedies; in not a single case did I have 
the satisfaction of believing that my treatment had improved 
the condition of this patient or that one, much less that it 
had been responsible for saving the life of this or that indi- 
vidual. The moribund whom I saw resuscitated were saved 
by a miracle and owe nothing to me; likewise, I owe nothing 
to the athletic young men I saw die except the lingering remorse 
of having done nothing to save them. I tried innumer- 
able times; but, accomplishing nothing, concluded at last that 
it was better to fold my arms rather than to contribute to the 
precipitation of the fatal outcome. 


Council on Pharmacy and Chemistry 


REPORTS OF THE COUNCIL 


Tue COUNCIL HAS AUTHORIZED PUBLICATION OF THE FOLLOWING 
STATEMENT AND REPORT. Austin E. Smitu, M.D., Acting Secretary. 


PRONUNCIATION OF THE WORDS AMIDE, 
SULFANILAMIDE AND SULFATHIAZOLE 


The Council’s Committee on Nomenclature has given con- 
sideration to the pronunciation of the words amide, sulfanil- 
amide and sulfathiazole. 

In harmony with the article “The Pronunciation of Chemical 
Words—A Report of the Nomenclature, Spelling and Pronuncia- 
tion Committee of the American Chemical Society” (Indust. 
& Engin. Chem., News Ed., May 20, 1934, p. 202) the com- 
mittee recommended that the word amide be pronounced with 
a long “i” (amide), this being preferable both because of the 
final e and the analogy with chloride and iodide. For the same 
reason the committee held that the preferred pronunciation of 
sulfanilamide should be sulfanilamide with the major accent on 
the antepenultimate syllable, il’. 

In agreement with the principle that English accentuation is 
recessive, it is believed that the preferred accent would be on the 
syllable thi in sulfathiazole. 

The Council adopted the foregoing pronunciations. 


COUNCIL ON PHARMACY 


Jour. A 
Jax. 31, 194) 


AND CHEMISTRY 


NASAL INHALANT PREPARATIONS Con. 
TAINING PETROLATUM OMITTED 
FROM N. N. R. 


For several years dosage forms of several vasoconstrictor and 
other drugs, marketed as inhalants in oily or ointment vehicle: 
consisting wholly or in part of petrolatum (principally liquid 
petrolatum), have been included in New and Nonofficia} 
Remedies. The previously accepted products of this type cop- 
tained one of the following in amounts of 1 per cent or less: 
amphetamine (benzedrine), ephedrine, epinephrine (adrenalin, 
suprarenalin), neosynephrin hydrochloride chlorobutano 
(chloretone). The vasoconstrictor preparations were recog- 
nized for intranasal application to induce shrinkage of the 
mucous membrane for the relief of nasal congestion accompany- 
ing rhinitis (infectious or catarrhal and vasomotor or allergic) 
and sinusitis. 

In a recent report by Cannon! published under the auspices 
of the Council, evidence was advanced to indicate that the 
promiscuous use of oily nose drops, particularly those contain- 
ing liquid petrolatum, was dangerous from the standpoint of 
lipid pneumonia and that the therapeutic rationale of oily intra- 
nasal medication deserves reexamination because of evidence to 
indicate that oil interferes with the normal function of the 
ciliated epithelium of the upper respiratory tract. The Council 
has accordingly recently reconsidered the status of previously 
accepted oily inhalant preparations with the view to determining 
which types of such products justified continued inclusion in 
N. N. R. 


In its study of oily inhalants the Council has sought the 
advice of several leading rhinologists. It was the consensus oi 
these authorities that the evidence for the danger of lipid pneu- 
monia from the repeated use of inhalants containing petrolatum 
warrants the omission of such preparations from New and Non- 
official Remedies, that all oily inhalants are capable of inter- 
fering with ciliary action and that isotonic aqueous vehicles are 
preferable from this point of view. Opinions were not con- 
clusive with regard to the danger of lipid pneumonia following 
the use of inhalants containing oils other than petrolatum. In 
view of this and the possibility that the more prolonged contact 
of drugs with the nasal mucous membrane afforded by viscous 
vehicles might in some cases outweigh the detrimental influence 
of oils on ciliary activity, the Council decided that it was advis- 
able to take action to omit from New and Nonofficial Remedies 
only petrolatum-containing inhalants. It was emphasized that 
petrolatum-containing preparations have been indisputably impli- 
cated in the production of lipid pneumonia, whereas the evidence 
against inhalants having vehicles containing vegetable oils 
(either in liquid, ointment or jelly form) as causes of lung 
irritation remains to be established by further investigation. It 
was pointed out however that, while there is no evidence that 
oils produce permanent damage to the nasal mucous membrane, 
the interference with ciliary function by viscous substances 
makes it generally preferable to employ local vasoconstrictors 
in aqueous vehicles which have been rendered isotonic. Meat- 
while the Council will retain in N. N. R. only those oily 
inhalants which do not contain petrolatum, pending the develop- 
ment of more positive evidence concerning the irritative proper 
ties of other types of oils. The need for further study oi other 
oils from the standpoint of lipid pneumonia was indicated in 4 
previous report of the Council.? 


The Council voted to omit all brands of inhalant nasal 
preparations containing petrolatum from New and Nonofficial 
Remedies because of the danger of lipid pneumonia from the 
repeated intranasal use of such products and the fact that other, 
safer vehicles for inhalant preparations are available. 


1. Cannon, P. R.: The Problem of Lipid Pneumonia, J. A. ™. A. 
115: 2176 (Dec. 21) 1940. , 
2. Halogenated Vegetable Oils for Bronchography and the Pro}iem 
Lipid Pneumonia, J. A. M. A. 117: 2253 (Dec. 27) 1941. 
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Committee on American Health 
Resorts 


Tue AmertcaN Mepicat Association COMMITTEE ON AMERICAN 
Heatru Resorts’ HAS AUTHORIZED THE PUBLICATION OF THE FOLLOW- 
Les FOR THE LISTING OF AMERICAN HEALTH RESORTS. THESE 
HAVE BEEN ADOPTED BY THE COMMITTEE AND APPROVED BY THE 


Reaee or TRUSTEES OF THE AMERICAN Mepicat Association. THE 
EXPLANATORY MATTER ACCOMPANYING THE RULES HAS ALSO BEEN 
<ppROVED BY THE COMMITTEE. W. W. Baver. M.D. 


Recognizing the value of those phases of medical treatment 
included under the general classification of health resort or spa 
treatment such as climate, thermal and mineral waters, sea 
water and peloids (muds), the House of Delegates of the 
American Medical Association in 1938 authorized the appoint- 
ment of a Committee on American Health Resorts. This com- 
mittee was accordingly appointed by the Trustees. 

The committee first prepared a questionnaire which could be 
sent to known health resorts asking for information as to their 
natural therapeutic resources, domiciliary and recreational facili- 
ties and, more important, the medical facilities available and 
the medical supervision of the use of therapeutic facilities 
available. 

A list of health resorts was then compiled from various 
sources including books, government publications, the records 
of the American Congress on Physical Therapy, tourist guides 
and miscellaneous sources. 

Through an extensive survey by questionnaire and correspon- 
dence a comprehensive list was developed of health resorts in 
the United States including those with and without medical 
facilities. 

The committee next proceeded to establish and define certain 
minimum fundamental standards which would assure the safe 
and successful use of natural therapeutic resources according 
to established scientific procedure. These standards have been 
expressed in the rules published herewith. These rules are 
subject to modification as experience indicates. 

The committee now plans to offer an opportunity to Ameri- 
can health resorts to apply for a listing which the committee 
proposes to compile. This listing will include health resorts 
which comply with the rules of the committee. Application 
blanks will be furnished on request addressed to the Committee 
on American Health Resorts, American Medical Association, 
535 North Dearborn Street, Chicago. 

On receipt of an application? properly filled out the commit- 
tee will, with all possible promptness, cause inspection to be 
made of the applicant’s premises and will make such other 
investigations as the committee may deem advisable. A report 
will be compiled, submitted to the applicant and published. If 
the applicant is found to comply with all the rules of the com- 
mittee, the name of the health resort will be included in the 
committee’s list during such time as compliance with the rules 
of the committee continues. 

When any modifications of the rules are deemed necessary, 
those resorts already listed under rules as previously adopted 
will be notified promptly and will be given reasonable oppor- 
tunity to comply with the modified ruling or voluntarily to 
withdraw from the listing. 

RULES 

Object of Rules —The following rules with such amendments 

as may be added from time to time have been adopted by the 


1. Following are the members of the committee: Walter S. McClellan, 
y te chairman, Saratoga Springs, N. Y.; William P. Holbrook, 
H » J ucsom, Ariz.; Miletus B. Jarman, M.D., Hot Springs, Va.; Frank 

- Krusen, M.D., Rochester, Minn.; Euclid M. Smith, M.D., Hot 


Springs, Ark. 
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Committee on American Health Resorts of the American Medi- 
cal Association with the primary object of identifying for the 
medical profession and the public those health resorts which 
are shown by investigation of their location, climate, personnel 
and management to merit recognition by the medical profession 


Definition —A health resort is defined as “an institution which 
gives major attention to the use of the special climatic and other 
natural therapeutic resources including mineral waters, peloids, 
etc., with which it is endowed by reason of its location.” While 
the use of the natural resources is the prime object or purpose 
of the institution, other remedies may be applied as an adjunct. 


List—American Health Resorts which are found by the com 
mittee to conform to the letter and spirit of the following rules 
will, on application approved by the committee, be placed on a 
list to be published by the committee : 


Rue 1.—<pplication—To be considered for inclusion in the 
committee's list, formal application must be made to the com- 
mittee according to the following formula: 


(a) Formal application for consideration written on stationery 
of the applying health resort, addressed to the Secretary of the 
Committee on American Health Resorts, American Medical 
Association, 535 North Dearborn Street, Chicago. 


(b) This application should be accompanied by complete infor- 
mation on: (1) ownership, (2) personnel, (3) equipment, (4) 
method of operation, (5) method of promotion. 


(c) Eight copies each of all recent advertising, descriptive 
booklets, pamphlets, circulars, promotional form letters and any 
other promotional matter pertaining to the health value of the 
resort should be submitted. 


(d) All correspondence with the secretary should be in dupli- 
cate. 


Rute 2.—Claims and Advertising—The claims made for a 
resort must be acceptable to the committee, and all advertising 
material must be presented with applications. A resort will not 
be listed or retained if the management makes unwarranted, 
exaggerated or misleading statements in any of its advertising. 


Rute 3.—Medical Supervision—Medical supervision must 
meet with the approval of the committee and must be of such 
character as to place proper safeguards about the patient to 
protect him from mistreatment or dangerous treatment. Insti- 
tutions which permit attendants or technicians to alter or supple- 
ment a physician’s prescription or to prescribe treatment with- 
out restrictions or medical supervision will not be listed. An 
institution applying for listing will be scrutinized most carefully 
as to the character of the safeguards placed about the patient 
by way of medical supervision and the efficiency and good faith 
with which the rules governing these needs are enforced. 


4.—I/nspection.—An institution which makes application 
cannot be given formal consideration until it has been inspected 
by an inspector designated for the purpose by the committee. 


Rute 5.—Removal from List—If in the opinion of the com- 
mittee a listed institution fails to live up to the letter and spirit 
of these rules or engages in practices contrary to established 
scientific procedure, the committee may remove the institution 
from the list. 


Rute 6.—Committee Decision Final_—In making application 
for inclusion in the committee’s list, the applicant agrees that 
final decision as to listing, nonlisting or subsequent removal 
shall rest with the committee. 


2. Application blanks will be furnished free on request addressed to 
the Committee on American Health Resorts, American Medical Associa- 
tion, 535 North Dearborn Street, Chicago. The request should be on 
the letterhead of the institution. 
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SATURDAY, JANUARY 31, 1942 


NEWER KNOWLEDGE OF DIPHTHERIA 
GRAVIS 

Studies of production of toxin by malignant strains 
of Corynebacterium diphtheriae recently reported by 
O'Meara ' of Trinity College, Dublin, and by Mueller * 
of Harvard University have led to a new and clinically 
plausible theory of the etiology of diphtheria gravis. 
The optimism that prevailed during the first three 
decades of the twentieth century with regard to the 
successful therapeutic control of diphtheria yielded to 
pessimism and perplexity with the appearance in 1927 
of numerous cases of malignant diphtheria in central 
Europe. Such cases were wholly refractory to routine 
methods of serum therapy. In certain Berlin hospitals, 
for example, the diphtheria mortality rose from the 
previous statistical level of 5 per cent to approximately 
30 per cent. Similar high mortalities were afterward 
reported from France, Czechoslovakia, Italy and 
Rumania, with a later spread of the epidemic to the 
British Isles.* 

The malignant cases of diphtheria were characterized 
by evidence of hypertoxicity, severe local edema and 
necrosis with relatively slight membrane formation in 
the throat, massive cellulitis (“bullneck’) and degener- 
ative lesions in the kidneys, heart muscle, adrenals and 
nervous tissues, with an occasional focal necrosis in the 
spleen. Twenty times the usual therapeutic dose of 
diphtheria antitoxin was injected intravenously in a 
number of instances without curative effects. By the 
application of routine cultural methods, morphologically 
and culturally typical diphtheria bacilli were isolated in 
the malignant cases. Demonstrable differences in toxin 
production from standard laboratory strains were not 
apparent. The usual commercial antitoxin protected 
laboratory animals equally well against the new toxins. 
Special antiserums prepared by immunizing animals 
against the new toxins were not found superior to the 
commercial product. 


EDITORIALS 


Jour. A. 
Jan. 31, 194) 


With the introduction of tellurite chocolate agar as ; 
differential culture medium, however, evidence dey¢i. 
oped that clinicians were dealing with a hitherto unre. 
ognized type of diphtheria bacillus, easily recognized }) 
its colony morphology. For this strain Anderson * they 
suggested the name Corynebacterium diphtheriae gray, 
with Corynebacterium diphtheriae mitis suggested {o; 
the classic relatively nonmalignant strain. The Amer 
can standard toxin producer (Park No. 8) was foun) 
to be half way between the mitis and gravis type an 
was therefore classified as Corynebacterium diphtheriae 
intermedius. Study of 1,300 cases during the 19% 
Ukrainian epidemic showed that this classification has 
clinical significance. The Zinnemanns,’ for example, 
found that 96 per cent of all cultures isolated during 
life for all fatal cases during this epidemic were of the 
gravis type. Most of the nonfatal cases were due to 
mitis infection. 

The first definite explanation of the evident hyper- 
toxicity of gravis strains resulted from altering the 
routine technic of toxin production in vitro. In the 
routine method the bacilli are grown for relatively long 
periods in a liquid medium so as to favor oxidation 
and enzymic destruction of initial toxic products. To 
imitate the natural method of growth in the throat, 
O’Meara cultivated gravis strains for a shorter time 
(forty-eight hours) on Loeffler’s blood serum and 
extracted the massive growths thus obtained in saline 
solution. The resulting extracts freed from organisms 
by centrifugation and Berkefeld filtration were found 
to be almost free from classic diphtheria toxin, rarely 
containing more than 0.2 minimum lethal dose per cubic 
centimeter as determined by animal tests. Injected 
intracutaneously, however, the gravis extracts produced 
necrotizing and edematous lesions resembling the local 
reactions to potent staphylococcus or streptococcus 
toxins. This dermal toxin was not demonstrated in 
control extracts from mitis or intermedius strains. 
From such evidence O’Meara concluded that the main 
or initial product from gravis strains is an endotoxin 
analogous to the Duran-Reynals “spreading factor’ 
formed by certain invasive strains of pyogenic cocci. 

If this gravis “spreading factor” is mixed with routine 
diphtheria toxin and injected subcutaneously in the 
central part of the guinea pig abdomen, the mixture 
often produces an enormous edematous lesion extending 
from the neck to the pubis with subsequent massive 
necrosis, a phenomenon simulating the massive cellulitis 
of gravis cases. In such injections the time of death 's 
determined by the routine diphtheria toxin in the mix 
ture and is not related to the amount of gravis factor. 
From such evidence O’Meara concludes that maligna 
diphtheria is due to the synergic effects of classic 
diphtheria toxin with gravis endotoxin. Routine ant 


—— 


O'Meara, R. A. Q.: 
Mueller, J. H.: 
McLeod, J. W.; Orr, J. W., and Woodcock, Hester E. de C.: 


J. Path. & Bact. 51: 317 (Nov.) 1940. 
J. Immunol. 42: 343-353 (Nov.) 1941. 


a. 
3. 
J. Path. & Bact. 48: 99 (Jan.) 1939. 


4. Anderson, J. S.; Happold, F. C.; McLeod, J. W., and Thomsen 
J. G.: J. Path. & Bact. 34: 667 (Sept.) 1931. 158 

5. Zinnemann, K., and Zinnemann, I.: J. Path. & Bact. 48: | 
(Jan.) 1939. 
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diphtheritic serum plus an effective antiendotoxin 
would presumably be necessary for effective serum 
therapy. 

\ second equally significant characteristic of gravis 
strains is their resistance to certain local immunity 
mechanisms in the throat. Locke and Main,® for 
example, showed that the production of toxin by classic 
strains of the diphtheria bacillus is inhibited by slight 
traces of iron salts added to the culture medium. 
Pappenheimer and Johnson’? found that good toxin 
was obtained only between extremely narrow limits 
of inorganic iron, the optimum being well below that 
often present as an unrecognized impurity in culture 
materials. The best yield was obtained at a concen- 
tration of 0.14 microgram of iron per cubic centimeter. 
Smaller amounts of iron resulted in poor growth and 
reduced amounts of toxin. Larger amounts, while con- 
sistent with excellent growth, allowed progressively less 
toxin to be formed, 0.5 microgram per cubic centimeter 
practically stopping toxin production. Mueller,* who 
confirmed this work, found that Park No. 8 would 
produce only about 3 minimum lethal doses of toxin 
per cubic centimeter at an iron concentration of 4 micro- 
grams, 800 minimum lethal doses per cubic centimeter 
being produced at the optimum iron concentration (0.14 
microgram). Analyses of diphtheria membranes sug- 
gest that 4 micrograms per cubic centimeter is approxi- 
mately the iron concentration in the throat. Less than 
0.5 per cent of maximum toxin yield is therefore 
presumably produced by Park No. 8 under the inhibiting 
influence of the simpler iron compounds (including 
hematin) of the pharyngeal mucosa. 

A parallel study of typical gravis strains isolated 
from the recent Halifax epidemic showed a similar 
inhibiting effect. Gravis strains, however, are more 
resistant to this inhibition, being able to produce nearly 
40 per cent of their maximum yield in spite of this 
pharyngeal inhibition. This is approximately thirteen 
times the amount of toxin that can be produced by 
mitis or intermedius strains under similar conditions. 

Evidence of a new toxic factor formed by the gravis 
bacillus and the evidence of gravis resistance to the 
normal inhibiting mechanism of the throat replaces the 
pessimism and perplexity of the last decade with a 
definite working hypothesis, renewing hope of ultimate 
clinical mastery of malignant diphtheria. Thus far 
diphtheria gravis has not attained a permanent foothold 
in the Western Hemisphere, the recent Halifax epi- 
demic * having been successfully combated by vigorous 
cooperation of civil and military authorities. Perhaps 
its reintroduction under prospective wartime conditions 
Is inevitable. 


- Locke, Arthur, and Main, E. R.: J. Infect. Dis. 48: 419 (May) 


7. Pappenheimer, A. M Jr., and Johnson, Sylvia J.: Brit. J. Ex 
Path, 17: 335 (Oct.) 1936. 
* News Item, Science (Supplement) 93:9 (March 28) 1941. 
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LISTING AMERICAN HEALTH RESORTS 


The American Medical Association Committee on 
American Health Resorts was created by action of the 
Board of Trustees in 1938. Rules are published else- 
where in this issue of THe JouURNAL (page 379) accord- 
ing to which the committee proposes to compile a list 
of American health resorts which voluntarily choose to 
comply with the rules of the committee and to apply 
for listing on that basis. 

With foreign health resorts unavailable and with the 
possibility that facilities of health resorts may be called on 
for the treatment of battle casualties and diseases arising 
out of military service, such resorts in the United States 
acquire new significance. In the United States, natural 
facilities encompassed in the usual conception of health 
resort or spa therapy, such as climate, mineral waters 
for bathing, drinking or packs and peloids or muds, 
are exceedingly profuse. The mineral waters in the 
United States have in various localities the important 
characteristics of the principal European spas, including 
gaseous waters, thermal waters, alkaline waters, laxative 
waters, sulfur waters and other types. The utilization 
of these natural resources in the United States has not 
kept pace with European practices. 

The committee has therefore worked along two prin- 
cipal lines: (1) the development of simple yet com- 
prehensive rules which will tend to identify health 
resorts with adequate facilities and appropriate medical 
supervision to insure the safety of patients and (2) the 
development of a series of scientific papers on various 
phases of health resort therapy. These papers are now 
in preparation and will appear in THE JOURNAL as a 
series of special articles beginning in the early spring 


of 1942. 


THE CHIROPRACTIC THEORY OF 
INSURANCE RATING 

The principal guide in the rating of insurance com- 
panies is known as Best’s. This well established system 
uses alphabetical designations and includes the financial 
standing of the insurance firm, as well as an evaluation 
of safety factors based on the surplus, administration 
and other features essential to the protection of the 
public. 

Recently one George Huff, writing on the stationery 
of a state chiropractic society and designating himself 
as Chairman of the Committee on Insurance, wrote to 
the president of a large insurance corporation. His 
letter instructed the insurance official to “read the 
enclosed letter carefully, giving special credence to the 
importance of this campaign to determine the attitude 
of every insurance company toward the Chiropractic 
profession, and advise this office at your earliest con- 
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venience, just how soon we may expect your Board of 
Directors to take the necessary action to qualify your 
company for the class ‘A-1’ listing in our new directory.” 
The enclosed letter gave further details concerning the 
“insurance directory” and stated that some twenty-five 
thousand copies would be distributed. After mention- 
ing the fact that insurance companies will be classified 
according to the type of insurance they write—life, 
health, accident, and so on—it is stated that “For 
reasons which the Chiropractic profession feels justi- 
fiable, all such companies will be further classified 
under the following ratings : 

“Class ‘A-1'— will include all companies . . . who can show 
proof that they have now appointed Chiropractors as examiners 
for their insurance applicants, or their intention to do so... . 
“Class ‘A’—will include all companies who approve of 
Chiropractic services for their policy-holders or insureds, but 
do not qualify for the ‘preferred’ class ‘A-1’ rating, because of 
failure to specify Chiropractic service in their policies or other- 
wise fail to qualify for the ‘A-1’ listing. 

“Class ‘B’—will contain the names of all companies, asso- 
ciations or societies who fail to report their position concerning 
this matter to this office, and companies who are known to have 
attempted to evade payment of claims on the grounds that their 
policy-holders did not comply with the terms of their policy by 
employing the services of a Chiropractor.” (Italics ours——Eb.) 


The “inducement” for complying with this proposition 
is presented as follows : 

“To estimate the value of the ‘preferred’ listing to any insur- 
ance company in this directory from a dollar and cents angle 
would, of course, be difficult, because it involves not only the 
Good Will and fullest cooperation of the 25,000 Chiropractors 


and their families, but also their millions of patients and friends, 
which IS something to consider.” 


The letter proceeded : 


“A few of the leaders in the three insurance fields operating 
in this state were notified of this action two months ago, and 
most of those contacted have already qualified their companies 
for the class ‘A-l’ rating, or are in the process of doing so 
now” [Sic]. 

The arrogant effrontery of proposing to classify insur- 
ance companies on the basis of their cooperation with 
chiropractors is not surprising. The pattern was estab- 
lished with the very advent of chiropractors. Certainly 
insurance companies will be little concerned beyond 
annoyance by material. 
Equally certain would be the hazard to any company 


ordinary this promotional 
that relied on physical examinations made by chiro- 
In the payment of claims for sickness and 
accident, the company which settles such claims on 
the basis of a chiropractor’s statement may, at least 
in most states, be placing itself in the position of not 
closing the claim. In few states indeed is a chiropractor 
recognized by law as one qualified to determine the 
essential facts on which such claim and closure may 
be based. To place chiropractors in a position to render 
decisions in such matters would be the height of folly. 


practors. 
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Current Comment 


BUSINESS WOMEN PROMOTE 
HEALTH EXAMINATIONS 


The National Federation of Business and Professional 
Women’s Clubs, Inc., under the presidency of a phy- 
sician and with a health advisory committee under the 
chairmanship of a physician, and with one additional 
medical member, one dental member and three lay mem- 
bers, has issued a leaflet entitled “Are You Fit for the 
Job?" * This pamphlet explains the health appraisal 
project of the federation, recommending an annual 
physical examination for every business and _pro- 
fessional woman. The pamphlet analyzes the impor- 
tance of health and fitness for the job. It sets forth 
three health ratings—the ideal, which is never wholly 
attainable; the actual, which is “often far below that 
which is possible and practicable for the individual,” 
and the attainable, “the health that one might have with 
the normal appreciation and realization of health that 
is reasonably available for the individual.” The pam- 
phlet reproduces a health appraisal form which is to 
be offered the examining physician. It includes a phi- 
losophy of health and fifteen points in a healthy per- 
sonality. The pamphlet also supplies instructions for 
health appraisal projects for local business and _pro- 
fessional women’s clubs, including a meeting for dis- 
cussion to be followed by efforts to attain 100 per cent 
physical examinations by physicians, followed by appro- 
priate corrective measures. Accompanying the pam- 
phlet is a four page letter size folder carrying on its 
first page an introduction “To the Examining Physi- 
cian: The patient presenting herself to you for exami- 
nation is a member of the National Federation of 
Business and Professional Women’s Clubs who wishes 
to obtain the optimal level of health possible for her. . . . 
She is presumably a well person actively engaged in 
business or in a profession. ... This examination form 
has been prepared to include not only a record of 
physical history and physical findings but also the 
questions which will aid you and the patient in 
evaluating her design for living which should make 
for an integrated personality. . . . Your cooperation 
in obtaining a complete history and giving a care- 
ful and complete physical examination will be appreci- 
ated.” Page 2 contains a form for recording an 
exceptionally complete health history; page 3 provides 
for recording a complete physical examination, including 
routine pelvic examinations recommended for all women 
but stating that special tests such as blood counts, 
roentgenograms, basal metabolic rate determinations, 
blood chemistry and the like are “recommended as 
indicated, but not included in routine health exami- 
nation.” The entire blank is to be returned to the 
patient for her information and subsequent guidance. 
This is a well conceived project which, if carried out 
locally according to the instructions so well developed 
by the national body, deserves the widespread coop¢ra- 
tion of physicians. 


— 


1. National Federation of Business and Professional Women’s ‘lubs, 
Inc., 1819 Broadway, New York. Single copy, 10 cents. 
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In this section of The Journal each week will appear official notices by the Committee on Medical Prepared- 
ness of the American Medical Association, announcements by the Surgeon Generals of the Army, Navy and Public 
Health Service, and other governmental agencies dealing with medical preparedness, and such other information 
and announcements as will be useful to the medical profession. 


PHYSICAL REHABILITATION OF REGISTRANTS 


According to a statement by Lewis B. Hershey, 
director of Selective Service, signed January 17, as 
noted in the Federal Register, January 21, the Selective 
Service regulations are amended by adding thereto a 
new part reading as follows : 


Part 661—PuHysicaL REHABILITATION 


REHABILITATION PROCEDURE 

Sec. 

661.1 Determination that registrant’s defects are to be remedied. 

661.2 Notice to registrant to appear for consultation. 

661.3 Conference with registrant and selection of physician, dentist or 
facility. 

661.4 Use of government facilities. 

661.5 Inquiry for undertaking of services to physician, dentist or facility. 

661.6 Order to registrant to have defects remedied. 

661.7 Procedure when registrant desires to have his defects remedied at 
his own expense. 


DISPOSITION OF REHABILITATED REGISTRANT AND REGISTRANT 
WHO REFUSES TO HAVE DEFECTS REMEDIED 


Sec. 

661.11 Submission of rehabilitated registrant for further physical exami- 
nation by the armed forces. 

661.12 Procedure when registrant refuses or fails to have his defects 
remedied. 


DESIGNATION AND PAYMENT OF PHYSICIANS, DENTISTS 


AND FACILITIES 
Sec. 
661.21 Designated physicians, dentists, and facilities. 
661.22 Schedule of fees for the Selective Service System. 
661.23 Procedure for payment of fees. 


REHABILITATION PROCEDURE 

$661.1 Determination that registrant’s defects are to be 
remedied. When the Report of Physical Examination and 
Induction (Form 221) is received by the local board from the 
examining station of the armed forces with the certification 
that the registrant is physically and mentally qualified for mili- 
tary service after the satisfactory correction of certain specified 
remediable defects, and when the specified remediable defects 
are of the type which the Director of Selective Service has 
determined shall be remedied, the local board, in accordance 
with instructions issued and subject to limitations imposed by 
the Director of Selective Service, and with one or more of its 
examining physicians or dentists present as advisers, will con- 
sider whether it is practicable to remedy such defects of the 
registrant within a reasonable time and at a reasonable cost. 
If at this time or at any subsequent time there is not an agree- 
ment between the examining physician or dentist and the local 
board concerning the practicability of correcting such remedi- 
able defects of a registrant within a reasonable time and at a 
reasonable cost, the local board may send the record of the 
registrant or, if necessary, may send the registrant to the 
medical advisory board for an opinion from the appropriate 
member or members of that board and, giving consideration 
to such opinion but not being bound thereby, shall determine 
the course to be followed.* 


$661.2 Notice to registrant to appear for consultation. If 
the local board decides that the remediable defects of any regis- 


#¢ 


1.1 to 661.23 inclusive, issued under the authority contained in 


54 Stat 885; 50 U. C. C., Sup., 301-318, inclusive, E. O. No. 8971, 
6 F. R. 6419, 


trant are of a type which the Director of Selective Service has 
determined should be remedied and that such defects can be 
remedied within a reasonable time and at a reasonable cost, 
the local board will issue a Notice to Registrant to Appear for 
Consultation (Form 225) which will state the hour, date, and 
place the registrant shall report for conference with the local 
board.* 

§ 661.3 Conference with registrant and selection of physi- 
cian, dentist or facility. (a) When the registrant reports in 
accordance with a Notice to Registrant to Appear for Consul- 
tation (Form 225), at least one member of the local board and 
one or more of the examining physicians or dentists will confer 
with him for the purpose of making arrangements for his 
rehabilitation. If the registrant desires to have his defects 
remedied at his own expense, see § 661.7. 

(b) The registrant will be advised that he has certain rem- 
ediable defects which may be remedied at government expense. 
He will also be advised that, if the defects are remedied, he 
will be returned to the examining station of the armed forces 
and, if found acceptable to them, will be forwarded for induc- 
tion in the usual manner. He will be further advised that if 
he refuses to have his defects remedied, his defects may be 
waived and in such event he will be subject to induction into 
the armed forces. 

(c) If a registrant agrees to have his defects remedied, he 
shall name a designated physician, dentist, or facility to under- 
take his rehabilitation: Provided, That the provisions of § 661.4 
do not apply: And provided further, That, if the registrant 
desires and requests the services of a physician, dentist or 
facility that has not been designated, the procedure prescribed 
in § 661.21 will be followed, and the registrant must name a 
designated physician, dentist or facility as his second choice to 
perform the necessary services if the first named physician, 
dentist or facility is not accepted for designation, The local 
board, acting for the registrant, must name a designated physi- 
cian, dentist or facility for the purpose of undertaking to remedy 
the registrant’s defects (1) if the registrant fails or refuses to 
name a designated physician, dentist or facility, or (2) if the 
registrant names a physician, dentist or facility not designated 
but fails or refuses to name as his second choice one already 
designated and the one not designated named by the registrant 
fails to qualify for designation. When the local board is 
required to name a designated physician, dentist or facility as 
above, it shall do so in the following manner: The record of 
designated physicians, dentists or facilities furnished the local 
board by the State Director of Selective Service shall be con- 
sulted and the first designated and qualified physician, dentist 
or facility whose name appears on that record with an office 
in or near the community in which the registrant lives shall 
be the first named, the second shall be the second named, the 
third shall be the third named, and so on consecutively until 
all such designated and qualified physicians, dentists or facilities 
have been used, and then the process shall start over again. 

(d) The registrant shall execute, in triplicate, a Registrant's 
Rehabilitation Statement (Form 226). If he refuses to have 
his defects remedied, he shall state the reason for such refusal. 

(ec) The signature of the registrant upon the Registrant's 
Rehabilitation Statement (Form 226) shall be witnessed by a 
member of the local board and the examining physician or 
dentist. 
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(f) lf the registrant names a designated physician or dentist 
who practices, or a designated facility which operates, outside 
the community in which he lives, and there is a designated 
physician, dentist or facility in the community in which he 
lives capable of rehabilitating him, authorization may be granted 
for the designated physician, dentist or facility so named: 
Provided, That such authorization shall not be made if it results 
in unnecessary delay in the rehabilitation of such registrant, 
and Provided further, That the expense of transportation to 
and from the designated physician, dentist or facility shall be 
borne by the registrant. If there is no designated physician, 
dentist or facility in the community in which the registrant 
lives who is qualified and willing to treat the registrant, neces- 
sary travel costs to and from the nearest community in which 
there is a designated physician, dentist or facility qualified and 
willing to undertake the registrant's rehabilitation will be borne 
by the Selective Service System, and Government Requests for 
Transportation (Standard Form No. 1030) and Government 
Request for Meals or Lodgings for Civilian Registrants (Form 
256) may be issued.* 

§ 661.4 Use of Government facilities. If the Director of 
Selective Service determines that the facilities of any depart- 
ment, bureau or agency of the Government of the United States 
should be used in rehabilitating the registrants in any com- 
munity, such facility shall be used to the extent that the Direc- 
tor of Selective Service may direct.* 

$661.5 Inquiry for undertaking of services to physician, den- 
tist or facility. After the Registrant's Rehabilitation Statement 
(Form 226) is completed by a registrant who is to have his 
defects remedied, an Inquiry for Undertaking of Service (Form 
227) shall be prepared by the local board, in quadruplicate. It 
shall be addressed to the designated physician, dentist or facility 
selected to render the service for a given registrant. It shall 
set forth the facts relevant to the defects of the registrant and 
the maximum fees allowable for the correction of such defects. 
It shall contain an inquiry as to the desire of the physician, 
dentist or facility to undertake the service indicated. If the 
physician, dentist or facility offers to perform the services, one 
copy of the Inquiry for Undertaking of Service (Form 227) 
will be retained by the physician, dentist or facility addressed, 
and the original and two remaining copies will be signed and 
returned to the local board. The local board will forward the 
original and both copies of Inquiry for Undertaking of Service 
(Form 227), together with the Armed Forces’ Original of the 
Report of Physical Examination and Induction (Form 221), to 
the State Director of Selective Service. The State Director 
of Selective Service shall indicate his approval, disapproval or 
desired modification on the original and both copies of the 
Inquiry for Undertaking of Service (Form 227), retain the 
original and return both copies, together with the Armed 
Forces’ Original of the Report of Physical Examination and 
Induction (Form 221), to the local board. If the State Direc- 
tor of Selective Service has indicated his approval on the copies 
ot the Inquiry for Undertaking of Service (Form 227), the 
local board shall forward the approved copy bearing the signa- 
ture of the State Director of Selective Service to the desig- 
nated physician, dentist or facility, and such approved copy will 
constitute authority to render the indicated service. If modifi- 
cations are made by the State Director of Selective Service, 
the Inquiry for Undertaking of Service (Form 227), with such 
modifications, will be resubmitted to the designated physician, 
dentist or facility concerned for approval.* 

§ 661.6 Order to registrant to have defects remedied. When 
the local board has received an approved copy of the Inquiry 
for Undertaking of Service (Form 227), it shall complete and 
mail to the registrant an Order to Registrant to Have Defects 
Remedied (Form 228).* 

§ 661.7 Procedure when registrant desires to have his defects 
remedied at his own expense. lf a registrant desires to have 
his defects remedied at his own expense, he may do so without 
reference to the foregoing procedure; Provided, That a pro- 
gram for remedying the defects is presented which is satisfac- 
tory to the local board. In such a case the program will be 
outlined in the Registrant's Rehabilitation Statement (Form 
226) and will include arrangements to keep the local board 
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advised of the registrant's progress. If at any time after mak. 
ing such an arrangement, the registrant fails or refuses to haye 
his defects remedied in the manner agreed upon, the local board 
may take the steps outlined in § 661.12.* 


DISPOSITION OF REHABILITATED REGISTRANT AND REGISTRANT 
WHO REFUSES TO HAVE DEFECTS REMEDIED 

$661.11 Submission of rehabilitated registrant for further 
physical examination by the armed forces. (a) The local board 
will keep informed as to the progress of the registrant whi}; 
his defects are being remedied. When the registrant’s rehabjli- 
tation will take more than thirty days the local board will fy,. 
nish the physician, dentist or facility with sufficient Progress 
Reports of Rehabilitation (Form 229) so that one of such forms 
can be completed and returned to the local board each thirty 
days after the commencement of rehabilitation. A Report oj 
Completion of Rehabilitation (Form 230) shall be filled ow 
and forwarded to the local board by the physician, dentist or 
facility when the registrant's rehabilitation has been completed, 
When the physician, dentist or facility which has undertaken 
to remedy the registrant’s defects has forwarded the local board 
a Report of Completion of Rehabilitation (Form 230), the 
local board will direct the registrant to appear before the exam- 
ining physician or dentist of the local board and, in doubtful 
cases, to appear before the medical advisory board. When the 
local board is satisfied, from the report of the examining physi- 
cian or dentist or the medical advisory board, that the remedi- 
able defects which were specified in the .certificate of the 
examining station of the armed forces have been remedied, it 
shall again forward the registrant for physical examination by 
the armed forces in the manner provided in Part 629; provided 
that if the effective period for the former physical examination 
by the armed forces has expired, but not otherwise, it shall 
prepare a new Report of Physical Examination and Induction 
(Form 221), the Armed Forces’ Original and all copies of 
which shall be forwarded with the registrant in addition to 
the Armed Forces’ Original of the former Report of Physical 
Examination and Induction (Form 221). Upon the return from 
the examining station of the armed forces of the Armed Forces 
Original and all copies of the corrected or new Report oi 
Physical Examination and Induction (Form 221), or both, the 
local board will proceed in the manner provided by § 629.31. 

(b) The local board will forward all completed Reports ot 
Completion of Rehabilitation (Form 230) to the State Director 
of Selective Service for transmittal to the Director of Selective 
Service.* 

$661.12 Procedure when registrant refuses or fails to have 
his defects remedied. lf the registrant refuses or fails to have 
his defects remedied, the local board will forward to the State 
Director of Selective Service the original and one copy of the 
Registrant's Rehabilitation Statement (Form 226), the Armed 
Forces’ Original of the registrant's Report of Physical Exami- 
nation and Induction (Form 221) and its recommendation as 
to the disposition of the matter. Upon receipt thereof, the 
State Director of Selective Service will either return the file 
to the local board with further instructions or forward the file, 
together with his own recommendation, to the Director oi 
Selective Service, or, if so instructed by the Director of Selec- 
tive Service, to the Corps Area Commander (or representative 
of the Navy or Marine Corps).* 


DESIGNATION AND PAYMENT OF PHYSICIANS, DENTISTS 
AND FACILITIES 

$661.21 Designated physicians, dentists and facilities. (a) 
The Director of Selective Service shall prepare and maintain 
a record of designated physicians, dentists and facilities for the 
nation. The State Director of Selective Service shall maintain 
a record of designated physicians, dentists and facilities for his 
state. He shall furnish each local board with a record 0! 
designated physicians, dentists and facilities in or near the com 
munity in which each local board is located. If a physiciat. 
dentist or facility whose name is not included in the record 0! 
designated physicians, dentists or facilities is named by a res" 
trant or makes a request to be designated, the local board shall 
endeavor to secure a written application from such physicia!. 
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+ or facility. The local board shall forward any applica- 


dentis 
tion it receives, together with its recommendation thereon, to 
the State Director of Selective Service. 


(>) When the application is received by the State Director 
of Selective Service, he shall make a thorough investigation as 
to the applicant’s professional and ethical standing in the com- 
munity. If, after investigation, he is of the opinion that the 
applicant is qualified, he shall add the name of the applicant to 
the record of designated physicians, dentists or facilities and 
«) advise the local boards affected. The name and address of 
each such physician, dentist or facility, together with the appli- 
cation, report of investigation made, and the action taken thereon 
by the State Director of Selective Service, shall be forwarded 
to the Director of Selective Service. In the absence of com- 
ment by the Director of Selective Service, such physician, den- 
tist or facility shall thereafter be a designated physician, dentist 
or facility. The Director of Selective Service will notify the 
State Director of Selective Service in the event of nonconcur- 
rence in the designation of a given physician, dentist or facility. 

(¢) Nothing herein contained shall prohibit any physician or 
dentist who is now or may hereafter be appointed an examin- 
ing physician or dentist or a member of a medical advisory 
hoard from applying to the State Director of Selective Service 
to have his name placed in the record of designated physicians 
or dentists. Upon the receipt of such an application, the pro- 
cedure prescribed in b above will be followed. If the name of 
such examining physician or dentist or member of a medical 
advisory board is placed in such record, he shall receive pay- 
ment for authorized rehabilitation services in the same manner 
as any other designated physician or dentist, and the Waiver 
of Pay or Compensation portion of the Oath of Office and 
Waiver of Pay or Compensation (Form 21) executed by the 
examining physician or dentist or member of the medical 
advisory board shall not operate to prohibit such physician or 
dentist or member of the medical advisory board from receiv- 
ing compensation from remedying the defects of a registrant. 
His services as a designated physician or dentist will be apart 
from, and in addition to, his present duties as an examining 
physician or dentist or member of a medical advisory board, 
which latter duty will remain on an uncompensated basis. 

(d) Any designated physician, dentist or facility may be util- 
ized by any local board in the Selective Service System. [Sce, 
however, § 661.3 (£).] 
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(e) A State Director of Selective Service who has reason to 
believe that a designated physician, dentist or facility does not 
have the necessary qualifications will suspend such physician, 
dentist or facility and will report the reason therefor and his 
recommendation thereon to the Director of Selective Service. 

(f) The name of any physician, dentist or facility may be 
added to or removed from the record of designated physicians, 
dentists or facilities by the Director of Selective Service, either 
with or without a recommendation from a State Director of 
Selective Service.* 

$661.22 Schedule of fees for the Selective Service System 
The Director of Selective Service, from time to time, will pub- 
lish and circulate schedules of fees which will state the maxi- 
mum amounts allowable for the services of any physician, 
dentist or facility in remedying the defects of a registrant. 
These amounts will in no case be exceeded unless specifically 
authorized under instructions issued by the Director of Selec- 
tive Service. When services not contained in the schedule of 
fees are necessary, such services may be authorized and the 
fees to be paid therefor in each instance fixed by the Director 
of Selective Service. Payment will not be authorized for any 
services rendered in remedying the defects of a registrant which 
are not authorized in accordance with instructions contained 
in this part, unless payment for such services is specifically 
approved by the Director of Selective Service either prior to 
or subsequent to the performance of such services.* 

$661.23 Procedure for payment of fees. Bills for payment 
of fees authorized to be charged for services rendered in rem- 
edying the defects of a registrant should be certified in the 
manner prescribed in § 608.5 and presented, in triplicate, to the 
local board, which, if it finds that the authorized services have 
been performed, will indicate its approval on the original and 
both copies of the bill, retain one copy thereof, and forward 
the original and second copy thereof to the State procurement 
officer. In vouchering such bills, the State procurement officer 
shall use Public Voucher for Purchases and Services Other 
Than Personal (Standard Form No. 1034), which will be pre- 
pared in the manner prescribed in § 608.31.* 


. 17, 1942. 
Lewis B. Hersney, Director. 


[F. R. Doc. 42-580; Filed, Jan. 20, 1942; 11:58 a. m.] 


VACCINATION AGAINST TYPHUS FEVER, CHOLERA AND PLAGUE 
Circular Letter No. 3 


GENERAL PROVISIONS 


The War Department has directed (section III, War 
Department Circular No. 4, dated Jan. 6, 1942) : 


_ (a) That all military personnel stationed in or travel- 
ing through Asia, Africa, continental Europe or other 
areas where danger from epidemic typhus fever exists 
will be immunized with typhus vaccine as prescribed by 
the Surgeon General. 

_ (>) That all military personnel stationed in or travel- 
ing through Asia or other regions where cholera is 
known to be present in endemic or epidemic form will 
be immunized with cholera vaccine as prescribed by 
the Surgeon General. 

(c) That all military personnel under serious threat 
of *xposure to epidemics of human bubonic or pulmonic 
plague will be immunized with plague vaccine as pre- 
scribed by the Surgeon General. 


INSTRUCTIONS CONCERNING VACCINATIONS 

The iollowing instructions will govern the use of 
yphus, cholera and plague vaccines : 

9) Typhus Fever—1. Type and Source of Typhus 
accine: The typhus fever vaccine to be used for the 


immunization of military personnel will be of types 
approved by the Medical Department. At present the 
approved vaccine consists of a suspension of killed, 
louse-borne, epidemic typhus rickettsiae prepared by 
the Cox yolk-sac culture method. The vaccine may 
be procured in 20 cc. vials by requisition through regu- 
lar Medical Department supply channels. 

2. Initial Vaccination: This will consist of three 
injections of the vaccine, 1 cc. each, administered subcu- 
taneously, with intervals of from seven to ten days 
between injections. 

3. Subsequent Vaccinations: A stimulating dose of 
1 cc. of typhus vaccine may be administered every four 
to six months as long as serious danger of infection 
is present. Other 1 cc. doses of typhus vaccine may 
be given whenever in the opinion of the surgeon this 
additional stimulation of immunity is indicated. 

(b) Cholera—1. Type and Source of Cholera Vac- 
cine: The vaccine to be used will be of a type approved 
by the Medical Department. The vaccine now approved 
consists of a suspension of 8,000 million killed cholera 
vibrios (V. comma) per cubic centimeter. It may be 
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procured in 20 cc. vials by requisition through regular 
Medical Department supply channels. 

2. Initial Vaccination: This will consist of two sub- 
cutaneous injections of cholera vaccine with an interval 
of from seven to ten days between the injections. The 
first dose shall consist of 0.5 cc. and the second dose 
shall consist of 1 cc. of the vaccine. 

3. Subsequent Vaccinations: A stimulating dose of 
1 cc. of cholera vaccine may be administered every four 
to six months as long as serious danger of infection is 
present. Other 1 cc. doses of cholera vaccine may be 
given whenever in the opinion of the surgeon this addi- 
tional stimulation of immunity is indicated. 

(c) Vaccination Against Plague-——1. Type and 
Source of Plague Vaccine: The vaccine supplied by 
the Medical Department consists of a suspension of 
2,000 million killed plague bacilli per cubic centimeter. 
It may be procured in 20 cc. vials by requisition through 
regular Medical Department supply channels. 

2. Initial Vaccination: This will consist of two sub- 
cutaneous injections of plague vaccine with an interval 
of from seven to ten days between injections. The first 
dose shall consist of 0.5 cc. and the second dose shall 
consist of 1 cc. of the vaccine. 

3. Subsequent Vaccinations: Additional 1 cc. doses 
of plague vaccine may be administered whenever in the 
opinion of the surgeon additional stimulation of immu- 
nity is indicated. 


Jour. A.M aA 
Jax. 31, 194? 


MISCELLANEOUS 

(a) Storage and Shipment.—The storage and ship. 
ment requirements of typhus, cholera and plague ya. 
cines are the same as for triple typhoid vaccine. 

(b) Records of Vaccination—When military per. 
sonnel are vaccinated against typhus, cholera or plague. 
records in duplicate will be made on MD form gj. 
Immunization Register. Disposition of these record 
will be in accordance with paragraph 6, AR 40-215, 

(c) Interval Between Doses—The prescribed time 
interval between doses of these vaccines should he 
adhered to as closely as possible; but, when this canno 
be done, the missed dose or doses should be administered 
as soon as possible and a new series should not le 
started. 

(d) Efficacy of Vaccination—It is imperative to 
realize that vaccination alone is not adequate for the 
prevention of typhus, cholera or plague. The immunity 
conferred by these vaccines is incomplete and probably 
of relatively short duration. The practice of vaccination 
should therefore be considered an adjunct to the control 
measures prescribed in AR 40-225, AR 40-230, and 
such other special control measures as may be recom- 
mended by the surgeon of the force concerned. 


By order of the Surgeon General : 
Joun A. Rocers, M_D., 


Lieutenant Colonel, M. C. 
Executive Officer. 


OPPORTUNITY TO PREMEDICAL AND MED- 
ICAL STUDENTS FOR APPOINTMENTS 
AS ENSIGNS IN CLASS H.-V. (P.) 

U. S. NAVAL RESERVE 


The Secretary of the Navy recently approved a change in 
Navy regulations whereby it is now possible for those pre- 
medical students who have been accepted for entrance to, and 
all medical students in, class A medical colleges to be appointed 
in the United States Naval Reserve in class H.-V. (P.), pro- 
vided they meet the physical and other requirements for such 
appointment. 

Students who are acceptable will be given provisional com- 
missions as Ensigns, and it is the policy of the Bureau of 
Medicine and Surgery not to nominate such officers for active 
duty until after they have completed their prescribed medical 
studies and shall have served one year’s satisfactory internship 
in a civilian hospital accredited for intern training, or shall 
have been accepted as Acting Assistant Surgeon in the Navy 
for intern training. 

On graduation, and when the bureau has been informed of 
this fact by the dean, commissions as Lieutenant (junior grade) 
M. C.-V. (G.), U. S. N. R., will be issued to provisional 
Ensigns and, after serving their internship in non-naval hos- 
pitals, they will be nominated for active duty. Application for, 
or acceptance of, either a provisional or a permanent commis- 
sion in the Naval Reserve does not preclude the possibility of 
applying for a commission in the Medical Corps of the regular 
Navy. Persons affiliated with the Naval Reserve are not 
subject to induction into Army service by action of local Selec- 
tive Service boards. 

Navy regulations require that all applications for appointments 
in the Naval Reserve be filed with the commandant of the naval 
district in which the applicant resides. The address of the 
commandant of one’s district may be obtained from the dean 
of one’s college. 

Application forms may be obtained from the dean’s office or 
from some one designated by him on request from the Bureau 
of Medicine and Surgery, Navy Department, Washington, D. C., 
or from the commandant of one’s naval district. When the 
application form has been properly completed, it, together with 
the other credentials indicated on the application form, should 
be mailed to the commandant of the naval district. He will 


give instructions relative to obtaining a physical examination, 
finger prints, and so on. 

In the case of a premedical student, it is necessary to enclose 
with the application for appointment a statement, signed by the 
dean of a medical college, to the effect that the applicant has 
been accepted as a first year medical student in a class A school 
for the next entering class. 

It is the understanding of the Bureau of Medicine and Surgery 
that Selective Service boards will accept a statement from the 
commandant of the naval district to the effect that the applica- 
tion is on file as basis for deferment until the application has 
received final action. 


PRICES OF SALICYLIC ACID 
AND THEOBROMINE 


The Office of Price Administration, Washington, D. C., 0! 
which Leon Henderson is administrator, announced on Jat- 
uary 20 that the establishment of maximum prices on salicylic 
acid and theobromine would be discussed with manufacturers 
and distributors at a conference called for January 21. The 
two additional products were added to the conference subjects 
because of the close relationship of salicylic acid to acetyl: 
salicylic acid and theobromine to caffeine, because discussion 0 
the additional products might better suit the convenience of the 
manufacturers and avoid calling further conferences, and ls 
because the Office of Product Management had received reports 
that some supplies of these products had been offered at prices 
greatly in excess of prevailing prices. 


LIEUTENANT COLONEL MORGAN ORDERED 
TO ACTIVE DUTY 

Dr. Hugh J. Morgan, Nashville, Tenn., a lieutenant colon 
in the medical corps reserve, has been called to active duty # 
head of the subdivision of medicine, professional services ‘iv 
sion, in the Office of the Surgeon General, U. S. Army, WV ash 
ington, D. C., the War Department announced, January ” 
Colonel Morgan has been on the staff at Vanderbilt Universi), 
Nashville, since 1924. During the first world war he served if 
the American Expeditionary Forces, first as a private and latef 
as a first lieutenant in the medical corps. 
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ORGANIZATION SECTION 


THE PHYSICIAN’S FEDERAL INCOME TAX—1942 


PREPARED BY THE BUREAU OF LEGAL MEDICINE AND LEGISLATION 


In view of the fact that March 15 falls on a Sunday 
‘his year, income tax returns must be filed on or before 
March 16, unless an extension of time for filing has 
been granted. 

While the Revenue Act of 1941 did not basically 
change the structure of the existing income tax act, it 
did lower exemptions, increase surtax rates and in 
many other ways effect changes the overall result of 
which will be a sharp increase in the total tax that phy- 
sicians and other taxpayers will be required to pay. 
The basic rate remains the same, 4 per cent on net 
income in excess of allowable exemptions and credits. 
The surtax this year is imposed on the first dollar of 
net income above the personal exemption and credit for 
dependents. The surtax rate is 6 per cent on the first 
$2,000 and 9 per cent on the second $2,000, with a con- 
stant increase in the rate for incomes in the higher 
brackets. 

The earned income credit remains in the law and 
as heretofore may be claimed in connection with the 
normal tax but not in connection with the surtax. The 
special 10 per cent defense tax that was applicable last 
year has been eliminated as such. 

A departure from previous practice is to be found in 
the provision for a simplified tax schedule for use by 
taxpayers having gross incomes of $3,000 or less derived 
wholly from salaries, wages, other forms of compensa- 
tion for personal services, dividends, interest, rents, 
annuities or royalties. The use of the simplified form 
is optional. If the taxpayer has no deductions it will 
be to his advantage to use this form. If he has deduc- 
tions he should tentatively figure the tax under both 
the regular method and the optional method and use 
whichever method results in the smaller tax. 


WHO MUST FILE RETURNS 


In General—1. Returns must be filed by every 
unmarried person and by every married person not 
‘ving with spouse, if gross income during 1941 was 
$750 or more. 

2. Returns must be filed by every married person 
who lived with spouse, if gross income during 1941 
was $1,500 or over. If both husband and wife had 
income and their combined gross income was $1,500 
or over, they must either file separate returns or, if 
oth are citizens or residents of the United States and 
it they were living together at the end of the taxable 
year, they may file a joint return. If a person was 
married and lived with spouse for only part of 1941, 
special rules apply with respect to the filing of returns, 
and physicians who come within this classification 
should read carefully the instructions given on the 
‘ax return blanks. 

If the status of a taxpayer, so far as it affects the 
Aarsege exemption or credit for dependents, changed 
“uring the year, the personal exemption and credit must 
under rules and regulations prescribed 
: vn Commissioner of Internal Revenue with the 
approval of the Secretary of the Treasury, in accor- 
‘nce with the number of months before and after 


such change. For the purpose of such apportionment 
a fractional part of a month should be disregarded 
unless it amounts to more than half a month, in which 
case it is to be considered as a month. 

As a matter of courtesy only, blanks for returns are 
sent to taxpayers by the collectors of internal revenue, 
without request. Failure to receive a blank does not 
excuse any one from making a return; the taxpayer 
should obtain the necessary blank from the local col- 
lector of internal revenue. 

Physicians in Military or Naval Service-—The fact 
that a physician may be in service does not of itself 
excuse a failure to file a return, for the income tax act 
applies to persons in service as well as to persons 
engaged in civilian activities. Physicians who have been 
inducted into service, therefore, should if at all possible 
file complete returns before the deadline. While, 
unfortunately, definite regulations have not been issued 
to cover the situation, it is understood that, if because 
of the inaccessibility of necessary records a physician in 
service is unable to file a complete return, he may file a 
tentative return on which he must estimate his income, 
deductions and tax as best he can and indicate on the 
return his reasons for following this procedure. He 
will be required at a later date to file a complete return, 
and necessary adjustments in the tax will be made. 

If a physician in service is on duty outside the United 
States, the general regulations promulgated by the 
Bureau of Internal Revenue provide for an extension 
of time for filing a return up to and including the 
fifteenth day of the sixth month following the close of 
the tax year. In all such cases an affidavit must be 
attached to the return, stating the cause of the delay in 
filing. 


GROSS AND NET INCOMES: WHAT THEY ARE 


Gross Income.—A _ physician’s gross income is the 
total amount of money received by him during the year 
for professional services, regardless of the time when 
the services were rendered for which the money was 
paid, assuming that the return is made on a cash 
receipts and disbursements basis, plus such money as 
he has received as profits from investments and specu- 
lation and as compensation and profits from other 
sources. 

If a physician receives a salary as compensation for 
services rendered and in addition thereto living quar- 
ters or meals, the value to the physician of the quarters 
and meals so furnished ordinarily constitutes income 
subject to tax. If, however, living quarters or meals 
are furnished for the convenience of the employer, the 
value thereof need not be computed and added to the 
compensation otherwise received by the physician. As 
a general rule, the test of “convenience of the employer” 
is satisfied if living quarters or meals are furnished 
to a physician who is required to accept such quarters 
and meals in order to perform properly his duties. 
For example, if a physician employed by a hospital 
is subject to immediate service at any time during the 
twenty-four hours of the day and therefore cannot obtain 


387 
1943 
q 
a 
LC 
ds 
; 


388 ORGANIZATION SECTION 


quarters or meals elsewhere without material inter- 
ference with his duties and on that account is required 
by the hospital to accept the quarters or meals furnished 
by it, the value thereof need not be included in the gross 
income of the physician. 

Net Income.—Certain professional expenses and the 
expenses of carrying on any enterprise in which the 
physician may be engaged for gain may be subtracted 
as “deductions” from the gross income, to determine 
the net income on which the tax is to be paid. An 
“exemption” is allowed, the amount depending on the 
taxpayer’s marital status during the tax year as stated 
before. These matters are fully covered in the instruc- 
tions on the tax return blanks. 

Earned Income.—In computing the normal tax, but 
not the surtax, there may be subtracted from net 
income from all sources an amount equal to 10 per 
cent of the earned net income, except that the amount 
so subtracted shall in no case exceed 10 per cent of 
the net income from all sources. Earned income means 
professional fees, salaries and wages received as com- 
pensation for personal services, as distinguished from 
receipts from other sources. 

The first $3,000 of a physician’s net income from 
all sources may be regarded under the law as earned 
net income, whether it was or was not in fact earned 
within the meaning set forth in the preceding para- 
graph. Net income in excess of $3,000 may not be 
claimed as earned unless it in fact comes within that 
category. No physician may claim as earned net income 
any income in excess of $14,000. 


PHYSICIANS IN MILITARY OR NAVAL SERVICE 

As previously pointed out, physicians in service are 
as much subject to the income tax law as are physicians 
engaged in civilian practice. The service pay of such 
physicians must be reported as income. Commutation 
of quarters and rental value of quarters occupied by 
medical officers, however, are not taxable income. 

If the ability of physicians in service to pay income 
taxes is materially affected by such service, payment 
of the tax falling due before or during the service may 
be deferred for a period extending not more than six 
months after termination of service. This deferment 
is authorized by section 513 of the Soldiers’ and Sailors’ 
Civil Relief Act of 1940 and applies to all members 
of the Army, Navy, Marine Corps and Coast Guard, 
and to all officers of the United States Public Health 
Service detailed by proper authority for duty either with 
the Army or Navy, on active duty or undergoing train- 
ing or education under the supervision of the United 
States preliminary to induction into service. This does 
not apply to the tax imposed on employers by sec- 
tion 1400 of the Federal Insurance Contributions Act. 


DEDUCTIONS FOR PROFESSIONAL EXPENSES 


A physician is entitled to deduct all current expenses 
necessary in carrying on his practice. The taxpayer 
should make no claim for the deduction of expenses 
unless he is prepared to prove the expenditure by com- 
petent evidence. So far as practicable, accurate itemized 
records should be kept of expenses and substantiating 
evidence should be carefully preserved. The following 
statement shows what such deductible expenses are and 
how they are to be computed: 

Office Rent—Office rent is deductible. If a physi- 
cian rents an office for professional purposes alone, 
the entire rent may be deducted. If he rents a building 
or apartment for use as a residence as well as for 
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office purposes, he may deduct a part of the rental 
fairly proportionate to the amount of space used fo; 
professional purposes. If the physician occasionally 
sees a patient in such dwelling house or apartment, hy. 
may not, however, deduct any part of the rent of such 
house or apartment as professional expense ; to entitle 
him to such a deduction he must have an office there 
with regular office hours. If a physician owns the 
building in which his office is located, he cannot charge 
himself with “rent’’ and deduct the amount so charged, 

Office Maintenance —Expenditures for office maip- 
tenance, as for heating, lighting, telephone service anj 
the services of attendants are deductible. 

Supplies—Payments for supplies for professional 
use are deductible. Supplies may be fairly described 
as articles consumed in the using; for instance, dress. 
ings, clinical thermometers, drugs and chemicals. Pro. 
fessional journals may be classified as supplies an 
the subscription price deducted. Amounts current) 
expended for books, furniture and professional instru. 
ments and equipment, “the useful life of which js 
short,” generally less than one year, may be deducted: 
but if such articles have a more or less permanent 
value, their purchase price is a capital expenditure 
and is not deductible. 

Equipment.—Equipment comprises property of a 
more or less permanent nature. It may ultimately wear 
out, deteriorate or become obsolete, but it is not in the 
ordinary sense of the word “consumed in the using.” 

The cost of equipment, such as has been described, 
for professional use, cannot be deducted as expense in 
the year acquired. Examples of this class of property 
are automobiles, office furniture, medical, surgical and 
laboratory equipment of more or less permanent nature, 
and instruments and appliances constituting a part oi 
the physician’s professional outfit, to be used over a 
considerable period of time, generally over one year 
Books of more or less permanent nature are regarde! 
as equipment and the purchase price is therefore not 
deductible. 

Although the cost of such equipment is not deducti- 
ble in the year acquired, nevertheless it may be recov- 
ered through depreciation reductions taken year by yeat 
over its useful life, as described later. 

No hard and fast rule can be laid down as to wiit 
part of the cost of equipment is deductible each year 
as depreciation. The amount depends to some extent 
on the nature of the property and on the extent and 
character of its use. The length of its useful lite 
should be the primary consideration. The most that 
can be done is to suggest certain average or normal 
rates of depreciation for each of several classes 
articles and to leave to the taxpayer the modification 
of the suggested rates as the circumstances of his 
particular case may dictate. As fair, normal or averace 
rates of depreciation, the following have been sus 
gested: automobiles, 25 per cent a year; ordinar) 
medical libraries, x-ray equipment, physical therap) 
equipment, electrical sterilizers, surgical instrumenls 
and diagnostic apparatus, 10 per cent a year; office 
furniture, 5 per cent a year. 

The principle governing the determination 0! 
rates of depreciation is that the total amount claim 
by the taxpayer as depreciation during the liie ol the 
article, plus the salvage value of the article at the en" 
of its useful life, shall not be greater than its purchase 
price or, if purchased before March 1913, either ™ 
fair market value as of that date or its original co 
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whichever may be greater. The physician must in 
wood faith use his best judgment and claim only such 
allowance for depreciation as the facts justify. The 
estimate of useful life, on which the rate of deprecia- 
tion is based, should be carefully considered in his 
individual case. 

In a Treasury Decision, approved Feb. 28, 1934, 
No. 4422, it was held, among other things, that: 

1. The cost to be recovered shall be charged off 
over the useful life of the property. 

2. The reasonableness of any claim for depreciation 
shall be determined on the conditions known to exist 
at the end of the period for which the return was made. 

3. Where the cost or other basis of the property 
has been recovered through depreciation or other allow- 
ances, no further deduction for depreciation shall be 
allowed. 

4. The burden of proof will rest on the taxpayer 
to sustain the deduction claimed. 

5. The deduction for depreciation in respect to any 
depreciable property for any taxable year shall be 
limited to such ratable amount as may reasonably be 
considered necessary to recover during the remaining 
life of the property the unrecovered cost or other. basis. 

Particular attention is called to the last of the fore- 
going provisions. If, in prior years, rates have been 
claimed which, if continued, will fully depreciate the 
cost, less salvage, before the end of its useful life, based 
on conditions now known, a reestimate of the remain- 
ing useful life should now be made and the portion of 
the cost that had not been depreciated at the beginning 
of the year 1941 (for a return for the year 1941) 
should be spread over this reestimated life. 


Medical Dues—Dues paid to societies of a strictly 
professional character are deductible. Dues paid to 
social organizations, even though their membership is 
limited to physicians, are personal expenses and not 
deductible. 


Postgraduate Study.—The Commissioner of Internal 
Revenue holds that the expense of postgraduate study 
is not deductible. 

Traveling Expenses —Traveling expenses, including 
amounts paid for transportation, meals and lodging, 
necessarily incurred in professional visits to patients 
and in attending medical meetings for a professional 
purpose, are deductible. 


Automobiles—Payment for an automobile is a pay- 
ment for permanent equipment and is not deductible. 
lhe cost of operation and repair, and loss through 
depreciation, are deductible. The cost of operation and 
repair includes the cost of gasoline, oil, tires, insurance, 
repairs, garage rental (when the garage is not owned 
by the physician), chauffeurs’ wages, and the like. 

_ Deductible loss through depreciation of an automobile 
is the actual diminution in value resulting from obso- 
lescence and use and from accidental injury against 
which the physician is not insured. If depreciation is 
computed on the basis of the average loss during a 
series Of years, the series must extend ever the entire 
estimated life of the car, not merely over the period 
in which the car is possessed by the present taxpayer. 

If an automobile is used for professional and also for 
personal purposes—as when used by the physician 
partly for recreation, or so used by his family—only 
‘o much of the expense as arises out of the use for 
Professional purposes may be deducted. A physician 
doing an exclusive office practice and using his car 
merely to go to and from his office cannot deduct 
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depreciation or operating expenses; he is regarded as 
using his car for his personal convenience and not as a 
means of gaining a livelihood. What has been said in 
respect to automobiles applies with equal force to horses 
and vehicles and the equipment incident to their use. 


MISCELLANEOUS 

Contributions to Charitable Organisations.—For 
detailed information with respect to the deductibility 
of charitable contributions generally, physicians should 
consult the official return blank or obtain information 
from the collectors of internal revenue or from other 
reliable sources. A physician may not, however, deduct 
as a charitable contribution the value of services ren- 
dered an organization operated for charitable purposes. 

Bad Debts.—Physicians who make their returns on 
a cash receipts and disbursements basis, as most phy- 
sicians do, cannot claim deductions for bad debts. 

Taxes.—Taxes generally, either federal or state, are 
deductible by the person on whom they are imposed by 
law. Both real and personal property taxes are deducti- 
ble; but so-called taxes, more properly assessments, 
paid for local benefits, such as street, sidewalk, and 
other like improvements, imposed because of and mea- 
sured by some benefit inuring directly to the property 
against which the assessment is levied, do not constitute 
an allowable deduction from gross income. 

Physicians may deduct state gasoline taxes if such 
taxes are imposed on the consumer or user rather than 
on the seller or distributor. The same is true with 
respect to state sales taxes. In some states these taxes 
are imposed on the seller and, even though they may be 
passed on to the buyer, the latter may not deduct them. 
The federal gasoline tax is not imposed on the user 
and hence cannot be deducted by him. 

State income and use taxes are deductible; federal 
income taxes are not. Among the federal taxes that a 
physician may deduct are those on admissions, dues, 
initiation fees, safety deposit boxes and tax on telegraph, 
telephone, cable and radio messages. State automobile 
license fees are deductible. If a state or local fee is 
imposed for regulatory purposes, and not to raise 
revenue, the fee may not ordinarily be deducted as a 
tax. If such fees, however, are classifiable as a business 
expense, they are deductible as such. Annual registra- 
tion fees imposed on physicians probably come within 
the category of regulatory fees and should be deducted 
as a business expense rather than as taxes. Local and 
state occupational taxes imposed on physicians are 
deductible either as taxes or as a business expense, 
depending on the purpose for which the tax is imposed. 

The excise taxes imposed on employers by section 
804, title VIII, and section 901, title IX, of the Social 
Security Act, commonly referred to as old age and 
unemployment benefit taxes, are deductible annually by 
employers in computing net income for federal income 
tax purposes. If the taxpayer’s return is made on a 
cash basis, as are the returns of practically all physi- 
cians, the taxes are deductible for the year in which they 
are actually paid. If the return is made on an accrual 
basis, the taxes are deductible for the year in which they 
accrue, irrespective of when they are actually paid. 
Employees, including physicians whose employment 
brings them within that category, may not deduct the 
tax imposed on them by section 801, title VIII, of the 
Social Security Act, generally referred to as the old 
age benefits tax. If, however, the employer assumes 
payment of the employee’s tax and does not withhold 
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the amount of the tax from the employee’s wages, the 
amount of the tax so assumed may be deducted by the 
employer, not as a tax paid but as an ordinary business 
expense. 

Equipment Necessitated by Military Service —The 
cost of equipment of an Army officer to the extent only 
that it is especially required for his profession and does 
not merely take the place of articles required in civilian 
life is deductible. Accordingly, the cost of a sword has 
been held to constitute an allowable deduction, but the 
cost of a uniform is considered a personal expense and 
hence not deductible. 

Laboratory Expenses—The deductibility of the 
expenses of establishing and maintaining laboratories 
is determined by the same principles that determine 
the deductibility of corresponding professional expenses. 
Laboratory rental and the expenses of laboratory equip- 
ment and supplies and of laboratory assistants are 
deductible when under corresponding circumstances 
they would be deductible if they related to a physician’s 
office. 

Losses by Fire or Other Causes—Loss of and 
damage to a physician’s equipment by fire, theft or other 
cause, not compensated by insurance or otherwise 
recoverable, may be computed as a business expense 
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and is deductible, provided evidence of such loss or 
damage can be produced. Such loss or damage jg 
deductible, however, only to the extent to which it has 
not been made good by repair and the cost of repair 
claimed as a deduction. 

Insurance Premiums.—Premiums paid for insurance 
against professional losses are deductible. This includes 
insurance against damages for alleged malpractice. 
against liability for injuries by a physician’s automobile 
while in use for professional purposes, and against loss 
from theft of professional equipment and damage to 
or loss of professional equipment by fire or otherwise. 
Under professional equipment is to be included any 
automobile belonging to the physician and used for 
strictly professional purposes. 

Expense in Defending Malpractice Suits —Expense 
incurred in the defense of a suit for malpractice js 
deductible as a business expense. 


Sale of Spectacles—Oculists who furnish spectacles, 
etc., may charge as income money received from such 
sales and deduct as an expense the cost of the article 
sold. Entries on the physician’s account books should 
in such cases show charges for services separate and 
apart from charges for spectacles, etc. 


OFFICIAL NOTES 


THE ATLANTIC CITY SESSION 


Applications for Hotel Reservations 


A list of Atlantic City hotels, together with the rates for 
rooms, may be found on advertising page 34 of this issue of 
THe JourNAL. With this list will be found an application form 
that may be used to secure reservations through the Subcom- 
mittee on Hotels of the Local Committee on Arrangements. 
This application form may be clipped and, when it is properly 
filled in, should be sent at once to Dr. V. Earl Johnson, Chair- 


man of the Subcommittee on Hotels, The Convention Bureau, 
16 Central Pier, Atlantic City, N. J. 

Those who expect to attend the annual session of the Ameri- 
can Medical Association should send in their applications at the 
earliest possible time. Applicants for reservations are especially 
requested to include a second and a third choice in order that 
good accommodations may be assured if the desired reservation 
cannot be had at the hotel of preference. It will greatly expedite 
matters if requests for reservations are addressed directly to 
Dr. Johnson. 


MEDICAL LEGISLATION 


STATE MEDICAL LEGISLATION 
New York 


Bill Enacted—A. 40 has been enacted as Chapter 1 of the 
Laws of 1942, providing that nothing in the nursing practice 
act shall be construed as prohibiting the practice of nursing by 
other than registered or practical nurses until one year follow- 
ing the cessation of hostilities. 


Bills Introduced—S. 66 and A. 61 propose that a cause of 
action to recover damages for malpractice shall not be deemed 
to have accrued until the discovery by the injured person of 
the facts constituting the malpractice but that in no event can 
such an action be instituted after six years from the occurrence 
of the alleged malpractice. S. 111 and A. 11 propose that every 
physician attending or treating a case caused by an automobile 
accident, or whenever such case is treated in a hospital, sana- 
torium or other institution, the manager, superintendent or other 
person in charge, shall report such case at once to the police 
authorities of the city, town or village where such physician, 
hospital, sanatorium or institution is located. S. 125 proposes 
that the provisions of the New York State unemployment com- 
pensation act shall apply with respect to persons employed in 
the preparation and handling of food for human consumption in 
hospitals and educational institutions which at this time are 
exempt from the provisions of the act. A. 83 proposes that in 
any city of a million or more population there shall be main- 
tained by the board of education a permanent staff of physicians, 
dentists, dental hygienists and nurses for the periodic examina- 
tion and promotion of the health of the school children. A. 153 


proposes to authorize the state department of health to render 
free of charge to all inhabitants of the state “all medical, sur- 
gical, dental, nursing care and treatment and all other services 
and facilities known to science and designed or adapted for use 
in all cases of sickness, accidents and childbirth . . . main- 
tenance in hospitals, the furnishing and supplying without cost 
of medicines, drugs” and all other necessary equipment and 
supplies. The bill proposes to increase the staff of the depart- 
ment so as to include all registered physicians, dentists, pharma- 
cists, technicians, research and laboratory workers and all other 
persons practicing allied professions who elect to serve and 
to pay them salaries in accordance with the schedule fixed in 
the bill. The department is to be authorized to exercise excli- 
sive control over all public hospitals and is to have complete 
supervisory powers over all private hospitals and the staf, 
officers and employees thereof. A. 155 proposes to require a 
physician’s certificate as to physical condition as a condition 
prerequisite to the issuance or renewal of operators’ and chaut- 
feurs’ licenses to operate motor vehicles. 


Rhode Island 


Bill Introduced.—H. 536 proposes to create the Special Health 
Insurance Fund Commission to study sickness and health in the 
state and all pending federal legislation with the purpose ™ 
view that, if Congress should initiate a federal health insurance 
law which will require appropriate action by state legislatures 
the commission will be in a position to recommend to the general 
assembly such action as it deems expedient for the alequate 
medical care of the population of the state. 
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Medical News 


PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
41S DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
-SNERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
r/ES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


Courses in Pediatrics.—Thirteen physicians selected from 
rural areas of California, Nevada, Utah and Arizona are 
enrolled in an intensive refresher course at the University of 
California Medical School, San Francisco, on the care of 
infants and children, according to the university's Clip Sheet 
of January 13. Designed for general practitioners, the course 
is being given by Dr. Amos Christie, associate professor of 
vediatrics, and members of the medical school staff, in coop- 
eration with the state department of public health and the 
California. Medical Association. The department of public 
vealth of the state from which the physician comes pays his 
tuition and traveling expenses, these funds being obtained from 
the children’s funds of the social security act. The program 
is closely connected with the circuit rider plan of the univer- 
sity and the California department of health. Under this plan 
Dr. Sydney E. Sinclair, associate in pediatrics at the medical 
school, travels over California as an agent of the state depart- 
ment of health, acting as a consultant for county medical socie- 
ties, individual physicians and groups involved in the care of 
young children. 


DISTRICT OF COLUMBIA 


Society Adopts Plan for Periodic Examination.—The 
Medical Society of the District of Columbia has approved a 
project whereby periodic health examinations will be available 
to the District general population at a set fee of $5 and at a 
meeting on January 7 incorporated the program as a perma- 
nent and integral part of the society’s activities. The exami- 
nation will not be a diagnostic procedure but one to determine 
the physical fitness of apparently healthy persons. Physicians 
themselves are urged to participate in the program in order 
that they too may be given physical examinations. Coopera- 
tion of the Health Security Administration and local medical 
schools is being sought so that persons entitled to free medical 
service will receive periodic health examinations in clinics of 
local hospitals. In setting up the project, “Periodic Health 
Examinations—A Manual for Physicians,” published by the 
American Medical Association, was used as a basis for the 
study by the committee on public health of the District society. 


ILLINOIS 


Personal.—Dr. Edwin S. Hamilton, Kankakee, was recently 
appointed a member of the medical examining committee of 
the state department of registration and education, succeeding 
Dr. Milton M. Portis, Los Angeles, who resigned——Dr. Ben- 
jamin L. Sargent, Park Ridge, has been appointed health officer 
— Ridge to succeed the late Dr. Irvin J. Pascoe, Park 

idge. 

Chicago 
_ The Sixth Fenger Lecture.—Dr. James P. Simonds, pro- 
lessor ot pathology, Northwestern University Medical School, 
will deliver the sixth Christian Fenger Lecture of the Institute 
of Medicine and the Chicago Pathological Society at the Palmer 
House, February 27, His subject will be “Clinical Correlation 
ot the Anatomic and Functional Pathology of Renal Disease.” 

Society News.—Dr. Charles Gordon Heyd, New York, will 
address the Chicago Medical Society, February 18, on “Con- 
siteration of the Hepatorenal Syndrome,” and Dr. Andrew C. 
vy, ‘Rationale of Bile Salt Therapy.”——-The Chicago Laryn- 
Bological and Otological Society will be addressed, February 2, 
'y Drs. Noah D. Fabricant on “Present Status of Nasal Medi- 
2 ; Hans Brunner, “Otitic Brain Abscess,” and Arnold 
A. Zimmerman, Ph.D., “Origin and Development of Pharyn- 
geal Lymphoid Structures.” 


IOWA 


aye etsonal. — Dr. Thomas A. Burcham, Des Moines, was 
sen on December 17 as chairman of the state medical 


advj 

state at couneil for civilian defense, a subcommittee of the 
fomad ustrial defense commission——Dr. Celia A. McNeely, 
y of 


Geet at Corinth, N. Y., has been appointed physician in 
8e of the girls’ division of the state school at Glenwood. 
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State Ophthalmologic Meeting.—Dr. Stephen A. O'Brien, 
Mason City, was chosen president-elect of the lowa Academy 
of Ophthalmology and Otolaryngology at its annual meeting 
in Iowa City, December 5, and Dr. Thomas R. Gittins, Sioux 
City, was installed as president. Dr. Carl A. Noe, Cedar 
Rapids, is secretary-treasurer. Dr. Harris P. Mosher, Marble- 
head, Mass., Walter Augustus Lecompte professor of otology 
and professor of laryngology, emeritus, Harvard Medical School 
and the graduate school, Boston, was guest speaker at the 
session. 

State Society Reviews Educational Activities. — The 
speakers’ bureau of the Iowa State Medical Society has pub- 
lished a report of its activities for 1941. Eleven postgraduate 
courses were held during the year, including one which began 
in the fall of 1940, comprising seventy lectures. Ninety-one 
medical talks were given before various lay organizations 
throughout the state. Of the thirty-six scientific recordings 
sent out during this period, twenty were meetings of county 
medical societies and sixteen for hospital staff and medical 
club meetings. A new type of educational activity this year 
was the cooperation with the division of industrial hygiene of 
the state department of health and the state medical society's 
committee on industrial health in sponsoring nine special insti- 
tutes on industrial hygiene in key cities throughout the state. 
Fifty-two radio broadcasts were given and one thousand, seven 
hundred and eleven copies of the manuscripts were mailed out 
in response to requests received, an increase of about 75 per 
cent in the number of talks requested by radio listeners. In 
connection with each broadcast, an announcement concerning 
smallpox was made in an effort to reduce the incidence of the 


disease in Iowa. 
KENTUCKY 


Mother of First Male Quintuplets in America Dies.— 
Mrs. Elizabeth Lyon, aged 84, mother of the first male quin- 
tuplets born in the United States, died on December 29 at the 
home of her son Martin Lyon near Kevil, Ky. On April 29, 
1896, Mrs. Lyon gave birth to five sons in Mayfield. They 
were named Matthew, Mark, Luke, John and Paul. All were 
normal and weighed between 4 and 5 pounds at birth. The 
first one died four days after birth and the last one died thir- 
teen days after birth, They were buried in the War Memorial 
Museum, Washington, D. C. The late Dr. Samuel J. Mathews, 
Mayfield, was the physician who attended Mrs. Lyon. A news- 
paper, in commenting on Mrs. Lyon's death, stated that “crowds 
came from as far away as Memphis and dropped more than 
$600 in a glass jar to help the family.” Two passenger trains 
that passed Mayfield in the daytime would each stop across 
from the Lyon home so that passengers might alight and see 
the quints, who were placed on the porch in “mosquito netting” 


covered cradles. 
MARYLAND 


Portrait of “The Musketeers of Medicine.”—A life-size 
portrait of Drs. Guy L. Hunner, Thomas S. Cullen and Samuel 
Griffith Davis Jr., all of Baltimore, has been placed in the 
waiting room of the Church Home and Infirmary, Baltimore, 
the gift of the graduate nurses of the institution. The portrait 
is the work of Mrs. I. Hunner Parsons, daughter of Dr. 
Hunner. The three physicians are known as the “Three Mus- 
keteers” of medicine because of their close association for 
more than forty years with the staff of the Church Home. 
Dr. Hunner is adjunct professor emeritus of gynecology and 
Dr. Cullen is professor emeritus of gynecology at Johns Hop- 
kins University Medical School, while Dr. Davis is professor 
of anesthesia at the University of Maryland School of Medi- 
cine. Dr. Cullen is a former member of the Board of Trustees 
of the American Medical Association. 


MASSACHUSETTS 


New Cancer Arrangement at Massachusetts General.— 
On January 15 the inpatient and outpatient services for the 
diagnosis and treatment of cancer of the Collis P. Huntington 
Hospital, Boston, were transferred to the Massachusetts Gen- 
eral Hospital, Boston. As soon as facilities have been made 
available, a substantial part of the research work in cancer at 
Huntington Memorial will also be transferred to the general 
hospital (THe JourNAL, January 3, p. 58). The action was 
taken because of the belief of Harvard University and Massa- 
chusetts General Hospital that the care and treatment of medi- 
cal specialties can more efficiently be handled as part of a 
large institution of general scope than in smaller individual 
units. 
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Grant to Biologic Library.—The Marine Biological Lab- 
oratory, Woods Hole, has received a grant of $25,000 from 
the Carnegie Corporation of New York to be used primarily 
to complete back sets of journals and to add to its collection 
of books, according to Science. The gift will enable the library 
to provide investigators with complete runs of all the important 
biologic journals and of many covering chemistry, physics, 
paleontology, radiology, medicine and other sciences allied to 
biology. Under a gift from the Rockefeller Foundation in 
1940, the library is now located in a new building which more 
than doubles the original space. In 1920 the number of serials 
received was 153; now it is 1,257. The collection of reprints 
has increased from 8,500 to 120,000. 


MISSOURI 


Society News.—Dr. Clarence A. Mills, Cincinnati, discussed 
“Climate and Weather as Health Factors” before the Kansas 
City Academy of Medicine, December 12. Dr. Richard G. 
Helman, Kansas City, discussed eclampsia before the Nodaway- 
Atchison-Gentry-Worth Counties Medical Society, December 1, 
in Maryville. Dr. Ora Earl Whitsell, St. Joseph, discussed 
“Foreign Body in the Air and Food Passages,’ January 7, 
before the Buchanan County Medical Society, St. Joseph. 
Dr. James C. Sargent, Milwaukee, discussed “Common Injuries 
Involving the Urinary Tract” before the St. Louis Medical 
Society, December 16, under the auspices of the St. Louis 
Urological Society. 

Ear, Nose and Throat Meeting.— The middle section 
of the American Laryngological, Rhinological and Otological 
Society presented the following program at a meeting in St. 
Louis, January 21: 

Dr. Joseph C. Beck, Chicago, Ways and Means of Studying Gross 

Pathology of Otolaryngology and Its Borderlines. 

Dr. Thomas Roy Gittins, Sioux City, Headache and Neuralgia. 

Dr. Samuel Iglauer, Cincinnati, Autopsy Studies of a Case of Tuber- 

culous Peripharyngeal Abscess. 
Dr. Dean M. Lierle, Iowa City, Arteriovenous Aneurysm: Report of 
a Case Involving the Transverse Facial Artery and Vein. | 

Dr. Carl H. McCaskey, Indianapolis, Upper Respiratory Infection of a 
Fulminating Character Requiring Tracheotomy. 

Dr. Sam E. Roberts, Kansas City, Ear, Nose and Throat Conditions 
Due to Disturbed Nutrition. 

Dr. John J. Shea, Memphis, Tenn., Office Treatment of Vertigo. 

Dr. Jacob Marion Sutherland, Detroit, Medical Research and War 
Problems: Forewarned Is Forearmed. 


NEW MEXICO 


Changes in Health Personnel.— Dr. Stuart W. Adler, 
Albuquerque, has been appointed director of the division of 
maternal and child health of the state department of public 
health, succeeding Dr. Hester B. Curtis, now of Charleston, 
W. Va. Dr. Roy H. Wilson, Clovis, recently resigned as 
health officer of district number 10. 


Public Health Election.— Dr. Alvin R. Clauser, Albu- 
querque, was chosen president-elect of the New Mexico Public 
Health Association at its recent sixteenth annual meeting in 
Gallup, and Dr. Frank C. Diver, Raton, was installed as presi- 
dent. Dr. Harrison Eilers, Las Vegas, is vice president, and 
Frances Fell, Santa Fe, secretary-treasurer. 


NEW YORK 


Health Department Honors Retiring Physicians.—The 
Rochester Department of Health gave a dinner recently in 
honor of Dr. Joseph Roby, since 1904 deputy health officer, 
and Dr. James T. McGovern, since 1900 health physician, to 
mark their retirement, both having reached the compulsory age 
limit for retirement. Dr. Roby was presented with a wrist 
watch by employees of the health department and Dr. McGovern 
was presented with a traveling bag. 


Grant for Work on Rheumatic Fever.— An award of 
$1,000 has been made by the Borden Company to Irvington 
House, Irvington, to assist in its study and treatment of 
rheumatic fever. The researches are under the direction of 
Dr. Ann G. Kuttner, Irvington, resident medical director, with 
the guidance of a medical advisory board, of which Dr. John 
Murray Steele, New York, is director, About one hundred 
young underprivileged patients are cared for at Irvington 


House. 
New York City 


Alumni Day at New York University.—The date of the 
annual “Alumni Day” at New York University College of 
Medicine has been changed back to the usual dates of February 
20 and 21, according to an announcement from the secretary, 
Dr. Marshall S. Brown Jr. A dinner at the Hotel Essex will 
open the program Friday; a scientific session will make up 
the second day’s activities. 


Jour. 
Jax. 31, 194) 


Courses at Mount Sinai Hospital.—The second semeste 
of postgraduate courses will open at Mount Sinai Hospital 
February 2, to continue through March 28, covering bacter;. 
ology, cardiology, gynecology, general medicine, medical sta. 
tistics, neurology, ophthalmology, pathology and pediatrics. 4 
course on radiology will be given in affiliation with Columbj, 
University College of Physicians and Surgeons. 


Dedication of New Dispensary.—The new million dolla, 
Dispensary Building of Kings County Hospital, Brooklyn, ya. 
recently dedicated. Among those participating were Dr. Joseph 
Tenopyr, chairman, executive committee of the medical boar: 
of the hospital; Dr. Maurice J. Dattelbaum, president of thy 
Medical Society of the County of Kings and the Academy oj 
Medicine of Brooklyn; Dr. Willard C. Rappleye, commissioner 
of hospitals, and Mayor Fiorello H. La Guardia. 


Personal.— Dr. Francis Peyton Rous of the Rockefeller 
Institute for Medical Research has been elected an honorary 
fellow of Trinity Hall, University of Cambridge, where he 
was awarded the honorary degree of Sc.D. He was Linacre 
lecturer there in 1929.——Dr. Harry A. La Burt, assistan: 
physician of Harlem Valley State Hospital at Wingdale, has 
been named superintendent to succeed Dr. John R. Ross, who 
has been transferred to Hudson River State Hospital at Pough- 
keepsie. Dr. Donald E. Cameron, Albany, N. Y., has been 
appointed a member of the state board of psychiatric examiners 


Annual Regional Meeting on Social Hygiene.—T\, 
Coordinating Council of the five county medical societies, the 
New York Academy of Medicine and the five medical schools 
in New York will participate in the tenth annual Regional 
Conference on Social Hygiene, to be held at the Hotel Astor 
on February 4 under the auspices of the social hygiene com- 
mittee of the New York Tuberculosis and Health Association 
in cooperation with local public and private educational health 
and welfare agencies. The speakers at a session on social 
hygiene and national defense will include Dr. Raymond A. 
Vonderlehr, assistant surgeon general, division of venereal dis- 
eases, U. S. Public Health Service, Washington, D. C.; Capt. 
Charles S. Stephenson, M. C., U. S. Navy, in charge of the 
division of preventive medicine, Washington, D. C.; Dr. Edward 
S. Godfrey Jr., state health commissioner, Albany, and Major 
John A. Warner, superintendent of the state police. Other 
speakers on the program will include Drs. Ross T. Meclntire, 
surgeon general of the U. S. Navy, Robert M. Lewis, New 
Haven, Conn., and Robert C. Clothier, LL.D., president, 
Rutgers University, New Brunswick, N. J. The program has 
been divided into the following sessions: the nurse and social 
hygiene, firm foundations for family living, social hygiene films 
and national defense, a panel discussion on venereal diseases, 
the United Service Organizations program and social hygiene. 
current delinquency problems and youth today and tomorro\ 


—a challenge. 
OHIO 


Changes in Health Officers.— Dr. Chester S. Heimlic), 
Attica, has resigned as health officer of Seneca County to 
devote his full time to private practice, it is reported— 
Dr. Homer S. West, St. Clairsville, has been appointed healt! 
commissioner of Belmont County, filling the vacancy that 
occurred when Dr. William B. Baily, now of Morgantown, 
W. Va., resigned several months ago. 


Postcollegiate Assembly Canceled.— The Ohio State 
University College of Medicine, Columbus, has canceled ts 
ninth annual postcollegiate assembly, which had been announced 
for March 5-7, because of the present war emergency. The 
faculty of the medical school believes it should render ever) 
service to the program of medical military and civilian detense 
and will cooperate, in an educational way, with the Ohio Stat 
Council of Defense and other war to victory efforts. 


Library Given to Academy of Medicine.—The late D" 
Martin Stamm, Fremont, was posthumously made an honorar! 
member of the Toledo Academy of Medicine recently, am 
plans are under way to erect a plaque in his memory to be 
/hung in the academy. The joint tribute marks the acknow!- 
edgment by the academy of a collection of medical books whi 
Dr. Stamm had bequeathed to the Birchard Library Fre- 
mont. The library in turn presented the collection to the 
academy of medicine. 


Ten Years as President of County Society.—Dr. Edwa" 
F. Heffner was reelected president for the tenth consecuttyt 
year of the Auglaize County Medical Society at its meeting © 
Wapakoneta in December. Dr. Clyde W. Berry was, chose! 
secretary. Dr. Charles C. Berlin had served the society 1 
eleven years as secretary but contended that twelve years woul’ 
be too long a term when the association had numerous 8°" 
members able to fill the office. All are of Wapakoneta. 
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PENNSYLVANIA 


Society News.—Dr. Joseph P. Robinson, Williamsport, dis- 
cussed “First Aid and Emergency Procedure in Injuries of the 
Head” before the Lycoming County Medical Society on Jan- 
vary 9. Guests at this meeting were Drs. Lewis T. Buckman, 
Wilkes-Barre, and Robert L. Anderson, Pittsburgh, president 
and president-elect, respectively, of the state medical society. 


Philadelphia 
Public Lecture.—Dr. Francis R. Packard gave a public 
lecture, January 16, under the auspices of the College of Physi- 
cians of Philadelphia. His subject was “History of the Diag- 
nosis of Diseases of the Lungs and Heart.” 


Course on Chemical Warfare.—A course on medical 
aspects of chemical warfare recently opened at the Woman's 
\Medical College of Pennsylvania, to continue weekly for the 
rest of the year. Ben King Harned, Ph.D., professor of 
pharmacology and toxicology at the college, is conducting the 
course. 

Society News.—The Philadelphia County Medical Society 
designated its evening meeting of January 14 as “branch society 
night.” Dr. Arthur M. Fishberg, New York, gave the main 
presentation on “Recent Advances on the Knowledge of Hyper- 
tension.” In addition, each branch society sponsored a repre- 
sentative speaker on some important phase of hypertension. 
Dr. Harold L. Stewart, Bethesda, Md., addressed the Phila- 
delphia Urological Society, December 15, on “Recent Advances 
in Experimental Visceral Tumors in Mice.” 


TENNESSEE 


Postgraduate Medical Assembly.— The fifty-seventh 
annual session of the Mid-South Post Graduate Medical 
Assembly will be held at the Hotel Peabody, Memphis, Feb- 
ruary 10-13, with the Memphis and Shelby County Medical 
Society acting as host. The speakers will be: 
Dr. Ludwig A. Emge, San Francisco, Placental Accidents and Their 
Treatment. 

Dr. Francis L. Lederer, Chicago, Significance of Hoarseness. 

Dr. Philip M. Stimson, New York, Practical Aspects of the Common 
Contagious Diseases. 

Dr. Francis M. Rackemann, Boston, The Causes of Asthma, Their Diag- 

nosis and Treatment. 

Dr. Albert D. Ruedemann, Cleveland, Headaches and Head Pain of 

Ocular Origin. 
Dr. Irvine H. Page, Indianapolis, The Nature and Treatment of 
Arterial Hypertension. 

~ William Wayne Babcock, Philadelphia, Prevention and Control of 

eritonitis. 

Dr. Reed M. Nesbit, Ann Arbor, Mich., Chronic Pyelonephritis, a 

Lethal Disease. 

Dr. David C. Wilson, Charlottesville, Va., Practical Methods of Diag- 

nosis in Nervous and Mental Diseases. 

Dr. Harry E. Bacon, Philadelphia, Diagnosis and Recent Advances in 

the Treatment of the More Common Anorectal Diseases. 

Dr. Frank W. Konzelmann, Philadelphia, Recent Advances in Clinical 

Pathology; Aids in the Diagnosis and Treatment of Disease. 

Dr. Frank N. Wilson, Ann Arbor, Angina Pectoris. 

Dr. Warren H. Cole, Chicago, Indications for Splenectomy. 

Dr. Stanley Gibson, Chicago, The Diagnosis of Chest Conditions in 

Childhood. 

Dr. Burrill B. Crohn, New York, The Chronic Diarrheas. 

- Walter T. Dannreuther, New York, Retrodisplacements of the 

terus. 

Dr. Eugene P. Pendergrass, Philadelphia, The Role of the Radiologist 

in the Investigation of Lesions Involving the Small Intestine. 

Dr. Leroy A. Schall, Boston, Diagnosis and Treatment of Cavernous 

Sinus Thrombosis. 
Dr. Julian Deryl Hart, Durham, N. C., Treatment of the Ruptured 
Appendix with Immediate and with Delayed Operation. 

Dr. Howard F. Kane, Washington, D. C., The Management of Preg- 

nancy. 

Dr. Eli K. Marshall Jr., Baltimore, Sulfanilylguanidine as a Chemo- 

therapeutic Agent in Intestinal Infections. 

Dr. John Albert Key, St. Louis, The Treatment of Acute and Chronic 

Osteomyelitis. 

Dr. Clifford J. Barborka, Chicago, Medical Management of Gallbladder 

iseases, 

Dr. John de J. Pemberton, Rochester, Minn., Malignant Lesions of the 

Colon and Rectum. 


The Memphis Society of Ophthalmology and Otolaryngology 
will hold its annual clinic on February 9. 


WEST VIRGINIA 


Society News.—Sidney S. Negus, Ph.D., Richmond, Va., 
‘liscussed “Patent Medicine” before the Cabell County Medical 
Society, Huntington, December 11——The Eastern Panhandle 
Medical Society, Martinsburg, was addressed, December 10, by 
- Thomas B. Aycock, Baltimore, on “Peptic Ulcer.”——Dr. 
Vilburt C. Davison, Durham, N. C., addressed the Fayette 
County Medical Society, December 9, in Montgomery on 
Treatment of Respiratory Diseases in Children.” Dr. Wal- 
in Bauer, Boston, discussed arthritis before the Kanawha 
Medical Society, Charleston, December 12. 


MEDICAL 


NEWS 393 


Annual Secretaries and Presidents’ Conference. — The 
West Virginia State Medical Society held its annual conference 
for secretaries and presidents of county medical societies at 
the Daniel Boone Hotel, Charleston, January 10. Dr. Archer 
A. Wilson, Charleston, president of the Kanawha Medical 
Society, gave the address of welcome. The speakers were 

Dr. Richard O. Rogers, Bluefield, president, state medical associatian, 

Our 1942 Medical Program in West Virginia 
Dr. George M. Lyon, Huntington, past president, Cabell County Medical 
Society, Long Range Program Planning for the County Medical 
Society. 
Hon. C. L. Heaberlin, commissioner, state compensation department, 

End Results. 

on. Raymond E. Kenney, director, state department of public assis 

tance, and Dr. Thomas H. Blake, St. Albans, chairman of the advisory 

committee of the department, The Doctor and Public Assistance 
Dr. Sam F. Seeley, executive officer, Procurement and Assignment 

Service, Washington, D. C., The Procurement and Assignment of 

Physicians for the Armed Forces. 

Dr. William S. Keller, senior reserve surgeon, U. S. Public Health 

Service, Columbus, Ohio, The Role of the Physician in Civilian 


Defense. 
GENERAL 


Meeting of Allergists.—At the fall meeting of the Society 
for the Study of Asthma and Allied Conditions in New York, 
December 6, at the Waldorf-Astoria, speakers included Drs. 
Walter B. Cannon, Boston, on “The Neurophysiology of the 
Respiratory Tract and Blood Vessels,” and Tracy B. Mallory, 
Boston, “The Pathology of Asthma and Its Complications.” 
John Scott, newspaper correspondent, addressed the annual 
dinner at the Waldorf-Astoria on “The Status of Russia in 
the Present World Crisis.” 

Society News.—Col. Joseph F. Siler, Washington, D. C., 
was elected president of the Gorgas Memorial Institute of 
Tropical and Preventive Medicine, Inc. at its annual meeting 
in Washington; other officers include Dr. Bowman C. Crowell, 
Chicago, vice president; Dr. Merritte W. Ireland, Washington, 
D. C., secretary, and A. M. Nevius, Washington, D. C., trea- 
surer. Dr. Herbert C. Clark, Panama, Republic of Panama, is 
director of the Gorgas Memorial Laboratory in Panama. 
Dr. David E. W. Wenstrand, Milwaukee, medical director of 
the Northwestern Mutual Life Insurance Company, was recently 
elected president of the Association of Life Insurance Medical 
Directors of America. 


Emergency Cooperating Committee for Children. — 
The establishment of an Emergency Cooperating Committee 
for Children and Youth has been announced, to be composed 
of members of the National Citizens Committee of the White 
House Conference on Children in a Democracy and of the 
American Youth Commission of the American Council on 
Education. The new committee proposes to disseminate the 
findings and recommendations for children and youth which 
have resulted from the research into problems of youth carried 
on by the two organizations. Floyd W. Reeves, director of 
the American Youth Commission, has been named chairman of 
the cooperating committee and Homer Folks of the National 
Citizens Committee, vice chairman. 

Social Hygiene Conferences.—Six regional conferences 
will be held at various places in the country to observe the 
sixth National Social Hygiene Day, February 4, under the 
auspices of the American Social Hygiene Association, Division 
of Social Protection of the Federal Security Agency, Com- 
munity Social Hygiene Agencies, and special committees on 
social hygiene day, supplemented by the cooperation of state 
and community sponsoring agencies. The conferences will be 
at the Multnomah Hotel, Portland, February 12; Hotel Bilt- 
more, Oklahoma City, February 6; Hotel, Copley Plaza, Boston, 
February 3; Hotel Astor, New York, February 4; Hotel Gib- 
son, Cincinnati, February 4, and George Washington Hotel, 
Jacksonville, February 4. The Boston conference will be 
devoted to the twenty-ninth annual meeting of the American 
Social Hygiene Association and the presentation of the William 
Freeman Snow Medal for distinguished service to humanity. 


Conference on Medical Service.—The National Confer- 
ence on Medical Service, formerly the Northwest Regional 
Conference, will hold its sixteenth annual meeting at the Palmer 
House, Chicago, February 15, under the presidency of Dr. 
Harold M. Camp, Monmouth, Ill. The program will open 
with a consideration of “The Relation of the Physician to 
Military, Civilian and Industrial Health” by Dr. Sam F. Seeley, 
executive officer of the Procurement and Assignment Service, 
Washington, D. C.; Graham Davis, Ph.D., Battle Creek, Mich., 
Drs. John R. Nilsson, Omaha, and William D. Norwood, Joliet, 
Ill. “The Role of the State Medical Society and State and 
City Department of Health in National Defense” will be dis- 
cussed by Drs. William P. Wherry, Omaha, Walter L. Bier- 
ring, Des Moines, lowa, and Herman N. Bundesen, Chicago. 
“Rejected Selectees and Their Rehabilitation for Active Mili- 


ester 
pital, 
cteri- : 
A 
lollar 
Was | 
t the | 
SOCla! 
id A, 
| dis- 
Capt. 
the 
lward 
: 
Other 
Intire 
New 
ident, 
m has 
Social 
iN PES) 
~ 
: 
7 


394 


tary Service” will be discussed by Drs. Samuel J. Kopetzky, 
New York, George Baehr, New York, and Laurance D. Red- 
way, Ossining, N. Y., and J. Roy Blayney, D.D.S., Chicago. 
“The Role of the Medical, Dental, Nursing Schools and Hos- 
pitals in Anticipating the Acceleration of Training” will be 
the subject of Drs. Joseph R. Darnall, Washington, D. C., 
Leonard G. Rowntree, Washington, D. C., and Fred C. Zapffe, 
Chicago. 

Notice to Manufacturers of Glandular Preparations.— 
On Dec. 1, 1939, in a notice addressed to manufacturers of 
preparations of ovary, the Food and Drug Administration 
expressed the opinion that preparations of ovary recommended 
for oral administration which are devoid of the known active 
constituents of that gland are adulterated and misbranded if 
labeled in a manner implying that such active constituents are 
present. The same principle is applicable to preparations, 
recommended for oral use, of corpus luteum and “ovarian 
residue,” and to preparations of various other glands including 
orchic, adrenal and pituitary. In particular there is no scien- 
tific evidence that preparations of the named glandular sub- 
stances, except concentrated estrogenic extracts of ovaries, 
exhibit any physiologic or therapeutic effects when adminis- 
tered through the gastrointestinal tract. Some of the prepa- 
rations of these glands intended for parenteral administration 
also have been found devoid of any significant activity. Any 
such inert preparation is regarded as misbranded unless refer- 
ence on its labeling to the presence of such glandular constit- 
uents is accompanied by a forthright, conspicuously displayed 
statement to the effect that the article does not contain any 
known therapeutically useful constituent of the gland or glands 
mentioned. Further, there is no scientific evidence that pros- 
tate, pineal and mammary contain any therapeutically or physio- 
logically active constituents. The labeling of articles purporting 
to be preparations of these glands should, in the opinion of 
the administration, bear conspicuously displayed statements to 
this effect. Section 201(n) of the Federal Food, Drug and 
Cosmetic Act requires, in effect, the revelation of such material 
facts. Labeling which merely disclaims responsibility of the 
manufacturer for activity of an article is not regarded as com- 
plying with this provision of the law. 


LATIN AMERICA 


Personal. — Dr. Mario L. Soto, La Plata, Argentina, has 
been appointed professor of pharmacology at the University of 
Buenos Aires; he will devote his time to research and will 
give up his clinical connections, Science reports. 

Congress on Plastic Surgery.—The second Latin Ameri- 
can Congress of Plastic Surgery will be held in Buenos Aires 
in October, the dates to be announced later. Two papers now 
being planned for discussion are “Labiovelopalatine Fissure” 
and “Plastic Reparation of Great Loss of Substances of the 
Face.” The first subject will be discussed by Drs. Enrique 
Apolo, Héctor Marino and J. Dellepiane Rawson and the second 
by Drs. Mario Kroeff, David Adler and Oscar Ivanissevich. 
Drs. Ivanissevich, Alejandro Ceballos and Enrique Finochietto, 
all of Buenos Aires, are members of the organizing committee 
in charge of the congress. 


CORRECTIONS 


Roentgen Therapy of Gas Bacillus Infection.—In the 
editorial with this title in THe JourNAL, January 17, page 230, 
in the thirteenth line, the number 500 is erroneous with respect 
to the roentgen dose and it should have been 50. The sentence 
should read “From 50 to 100 roentgens per field should be given 
two to three times daily for a period of three to five days.” 

The Emigré Physician in America, 1941.—In the article 
with this title in THe Journat, Nov. 29, 1941, page 1887, a 
paragraph begins with the statement “A bill was recently passed 
in California which would deny the license even to a California 
native son who happens to be a graduate of a foreign school, 
unless the country in which the school is located extends reci- 
procity to Americans.” Dr. C. B. Pinkham, secretary of the 
California Board of Medical Examiners, has written to the 
National Committee for Resettlement of Foreign Physicians that 
the committee has been wrongly advised as to the legal inter- 
pretation of this portion of the California statutes and particu- 
larly as to that portion which reads “if the applicant is not a 
citizen of the United States.” This phraseology exempts citizens 
of the United States from the requirement of what is referred 
to as “reciprocity.” , 
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Government Services 


Community Expansion and Improvement Program 


President Roosevelt has approved an appropriation of 
$150,000,000 to provide through federal grants a general expan. 
sion and improvement program throughout the country. Under 
this setup hospitals, health centers, sanitary facilities, schools 
and recreation centers will be added to communities which, jj 
left to their own resources to provide these needs, would be 


‘unduly burdened financially and which, because of increased 


defense activities, are in need of such additions. The federal 
grants are aimed to assist the local units in carrying out neces- 
sary improvements. Up to November 26 health centers and 
hospitals had been approved for twenty-three states, Hawaii 
and Alaska, and provision for sanitary facilities had been 
approved for thirty-four states and Hawaii and Alaska. 


Recommendations Concerning Narcotics 


According to an announcement from the Office of Civilian 
Defense, morphine is the only narcotic now being recommended 
for use by emergency field units. These units are related to 
hospitals and it is planned to give morphine only as ordered 
by physicians. It is hoped that local hospitals and physicians 
will not attempt to procure large stocks of the drug. The 
release pointed out that narcotics would be purchased centrally 
through the office of the surgeon general of the U. S. Army and 
would be allocated to communities as part of the supplies fur- 
nished by the Office of Civilian Defense. It was recommended 
that narcotics should not be stored in the same manner as 
other supplies which are stored in the emergency field units 
but should be placed in a warehouse of the licensed wholesaler 
from which it is purchased and requisitioned by the hospital 
and emergency field units through the regional medical officer. 
At the hospitals, narcotics should be locked in a place approved 
by the U. S. Commissioner of Narcotics or his agent until 
such time as the narcotic may be needed. It is urged that 
regional medical officers establish contact with the state chiefs 
of emergency medical service in their respective regions and 
request that this information be transmitted to local chiefs of 
emergency medical services and the hospitals. 


Warning Against Cadmium in Cooking Utensils 


Because of outbreaks of food poisoning, the Federal Security 
Agency has advised manufacturers against using cadmium, a 
substitute for aluminum, in plating cooking utensils and refrig- 
erator containers. The Food and Drug Administration and 
the U. S. Public Health Service, following an investigation 
of outbreaks, have found that they were due to cadmium, which 
they said contained a poisonous substance causing severe illness 
when taken in food even in small amounts. The Federal 
Security Agency has conferred with representatives of the plat- 
ing industry, and it is probable that this industry will cease 
using cadmium for food container purposes. At the same time 
the Office of Production Management has stated that it would 
not release cadmium for this use. 


Five of the outbreaks, involving at least fifty persons, were 
traced to the consumption of frozen food which had either been 
chilled in refrigerators equipped with cadmium plated ice trays 
or served in cadmium plated metal containers. Symptoms 0! 
cadmium poisoning include acute gastritis, nausea, cratllps, 
vomiting, diarrhea and weakness. Illness may occur within ten 
minutes after eating or drinking the contaminated food. As 
little as 15 parts per million of cadmium may cause acute 
symptoms. Foods containing acids are particularly apt to be 
affected. None of the recently reported cases resulting trom the 
consumption of cadmium with foods have been fatal. Chronic 
poisoning, with severe damage to vital organs, will, however, 
result from repeated exposure. The difficulty of obtaining 


aluminum and materials used in making stainless steel has led 
to the use of cadmium, especially in repairing or rep!ating 
household equipment. 

Utensils in which cadmium has most frequently been detected 
are refrigerator ice trays, plated aluminum ware, water pitclers, 
meat grinders, and food choppers and mixers. 
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FOREIGN 
Foreign Letters 
LONDON 
(From Our Regular Correspondent) 
Dec. 13, 1941. 


The Prevention of Hospital Infection of Wounds 


The war has brought into prominence certain surgical prob- 
lems which have been investigated by the Medical Research 
Council, which has produced valuable memoranda. Among these 
are the treatment of wound shock, the diagnosis and treatment 
of gas gangrene and emergency amputations, which have been 
summarized in previous letters to THE JourNaL. The latest 
one. on the prevention of hospital infection of wounds, has been 
produced by the War Wounds Committee of the Council and 
the Committee of London Sector Pathologists, whose members 
include eminent surgeons and pathologists. They point out that 
recent prewar studies have revealed a low but definite incidence 
of hospital infection, indicating defects of aseptic technic. In 
war time the consequences are more obvious, because war 
wounds are more liable to infection and many of them, being 
infected before admission, provide an abundant reservoir of 
yathogenic bacteria. During this war several observers have 
recorded a high incidence of hospital infection. This memoran- 
dum is the outcome of a study of the problem in several hos- 
pitals. The bacteria which may infect wounds in a hospital 
include Streptococcus pyogenes, Bacillus pyocyaneus, coliform 
bacilli, the diphtheria bacillus and occasional anaerobic spore 
bearing bacilli. Commonest and most important are the pyo- 
genic streptococci and staphylococci. The diphtheria bacillus 
rarely infects wounds. Hemolytic streptococci (most of which 
are Streptococcus pyogenes) normally live in from 5 to 30 per 
cent of human throats. Staphylococcus pyogenes normally lives 
in from 20 to 40 per cent of human noses and on 10 to 20 per 
cent of human skins. Hospital infection may be derived from 
throats, noses and skins, but a more important reservoir is in 
other wounds already infected. Contamination occurs by con- 
tact with soiled fingers, instruments and lotions, by infected 
droplets from the mouths and noses of those near when dressings 
are off and from the dust of the air of the ward. Contact is 
probably the commonest mode of infection. 

Since wounds are protected from infection except when dress- 
ings are being done, “cross infection” should be easier to con- 
trol than another kind of cross infection also found in hospitals 
—infection from the upper respiratory tract. The analogy 
between a wound and a culture on a Petri dish suggests the 
principle for the handling of wounds in the ward. The dresser, 
like the bacteriologist, works in an environment of infected dust 
and dirty objects, among which strict bacteriologic control must 
be maintained over a comparatively small area, which is exposed 
for the shortest possible time. In the ward a wound should 
be treated much as a bacteriologist treats a plate culture. The 
technic need not be as elaborate or as costly as that of the 
operating room. 

: Dressings which are extensive or complicated and which 
involve prolonged exposure and manipulation of the wound 
cannot be protected by the precautions which suffice for simpler 
dressings in the ward and should be done in a room set aside 
lor the purpose. When dressings are in progress, precautions 
should be taken to keep the bacteria in the ward air as low as 
possible. One hour at least during which sweeping, dusting, 
bed making and other activities which raise dust are forbidden 
should precede the dressing. During the dressing and before it, 
while the trolley is being prepared, doors and windows are closed 
and ‘rathe through the ward is stopped. Bedclothes are to be 
manipulated gently and slowly. Hands, whether wet or dry, 
scrubbed or unscrubbed, are to be regarded as in all circum- 
‘tances dirty and should not be allowed to touch the wound 
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or anything which comes in contact with it. Sterile gloves are 
worn for dressings too complicated to be managed with forceps 
alone. Wounds are to be uncovered for the shortest possible 
time. The skin around the would should be treated with the 
same care as the wound itself. It is easier to keep things sterile 
if they are dry. Hands and instruments should be dry, since, 
if they are wet, bacteria are readily washed from them into the 
wound. The most perfect dressing technic may not prevent 
infection unless the sterilizer, baths, utensils, floors and all 
ward accessories are properly cared for. When dressings begin 
the ward is closed to all nonessential traffic, windows and doors 
are shut, and all in the ward (except patients, provided they 
remain silent) don a mask. Surgeons, nurses or students suffer- 
ing from upper respiratory inflammation of any kind must at 
once go off surgical duty and remain off until the inflammation 
has completely subsided. Convalescent carriers and healthy 
carriers, recognized by swabbing but not suffering from active 
inflammation, should remain off duty only while swabs yield 
profuse cultures. The danger of wound infection from droplets 
can be reduced to a minimum if all taking part in surgical work 
wear masks. Sterilization of instruments and equipment by boil- 
ing is preferable to chemical disinfection, because it is more 
reliable and less costly. But for certain purposes chemical 
disinfectant solutions are indispensable. 


The Food Situation 

In the House of Commons at the opening of a new session 
the prime minister, Mr. Churchill, surveyed our food situation. 
We had curtailed our food imports in favor of munitions, and 
our dietary was so curtailed that it was less varied and interest- 
ing, but it was sufficient for physical health, and he hoped soon 
to give more meat to workers who need it most. As a precau- 
tion we had amassed stocks of the bulky articles of our diet, 
which amounted to double what they were in September 1939. 
There had been a great expansion of the home production of 
food. In the short space of two years the area under crops 
had been increased by 45 per cent. Our corn harvest was 50 per 
cent greater than in 1939. We also had large crops of potatoes, 
sugar beet, fodder and roots. Despite lack of feeding stuffs we 
had well maintained our head of cattle, both dairy cows and 
meat cattle. Our people would have better Christmas dinners 
than last year, and dinners which would be more justified by 
the food position. It will thus be seen that the favorable reports 
on the food situation made in previous letters to THe JourRNAL 
are borne out. In a nutshell, we are not getting such food as 
we should like but what is sufficient for maintaining health and 
capacity for work. 


THE FEEDING OF YOUNG CHILDREN 


In consequence of the government food control, young chil- 
dren were probably never so well fed. The latest measure is 
the free distribution of fruit juices and cod liver oil to all chil- 
dren born after Jan. 1, 1940. This important new step to safe- 
guard the health of very young children is being taken by the 
Ministry of Food in cooperation with the Ministry of Health. 
The Ministry of Food has requisitioned most of the last black 
currant crop, and the first issue will consist of black currant 
syrup and purée. When these have been used, concentrated 
orange juice—a lease and lend offering from the United States— 
will be available. Sufficient of either will be provided to insure 
that each child has an adequate daily supply of vitamin C. 

Concurrently with both fruit essences, cod liver oil compound 
made from Icelandic oil will be issued in sufficient amount to 
insure a satisfactory intake of vitamins A and D. Distribution 
will be made through maternity and child welfare centers and 
food offices. Some 1,360,000 children will benefit. The object 
of the government is to build up the resistance of these young 
children before the onset of severe winter weather. After three 
or four months the scheme will be reviewed and a decision taker 
as to whether the scheme should be free to all. 
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Winter has reduced supplies of liquid milk, which will become 
progressively smaller for all but expectant and nursing mothers, 
children and persons in the hospital. This shortage will con- 
tinue until February or March, but the priority classes men- 
tioned are assured of their supplies. They number twelve 
million and will receive 40 per cent of the milk supply, while 
the rest of the population, thirty-two million adults, will receive 
60 per cent. Cuts have been made in the supplies to catering 
establishments. The new milk movements branch of the Min- 
istry of Food is endeavoring to equalize as far as possible 
supplies over the whole country. It has ready for distribution 
this month forty million cans of unsweetened condensed milk. 
The same amount will be available for December. The United 
States, Canada and New Zealand have sent us all the processed 
milk they could provide; in addition, twelve million cans of milk 
powder will be available through the grocers’ shops. 


Health Publicity 


To encourage the taking of every possible precaution against 
illness during the autumn and winter the minister of health 
has decided, in collaboration with the Central Council for Health 
Education, to intensify health education activities. In particular, 
special efforts are being made to secure the cooperation of the 
public in reducing the spread of diseases caused by droplet 
infection, such as influenza and the common cold, as well as 
diphtheria, measles, whooping cough, cerebrospinal fever and 
tuberculosis. In normal times influenza and the common cold 
alone are responsible for between 30 and 40 per cent of the 
working hours lost in industry. 

Show cards and posters (some eighty thousand in all, includ- 
ing reproductions of drawings by the artist H. M. Bateman) 
are exhibited in busses, street cars and underground trains, at 
main line railway stations, in chain stores and in the vestibules 
of cinemas. They are also exhibited in factories. They carry 
the message “Coughs and sneezes spread diseases. Trap the 
germs by using your handkerchief. Help to keep the nation 
fighting fit.” 

This campaign was opened by the chief medical officer of the 
Ministry of Health at a press conference. The minister of 
health has sent a circular embodying the facts to the local 
health authorities (county councils, county borough councils and 
maternity and child welfare authorities). He has asked them 
to cooperate in the campaign in every possible way. He has 
suggested that, in addition to providing facilities for displaying 
the posters, members and officers of the council may secure the 
publication of topical articles in the local press or arrange film 
shows. Copies of “Breath of Danger,’ a sound film recently 
made for health education to illustrate the dangers of unguarded 
coughing and sneezing, are available at the library of the Central 
Council for Health Education and will be issued on free loan 
to approved borrowers for nontheatrical showing. Finally, a 
three weeks display of posters on droplet infection is taking 
place in the windows of fifteen hundred stores and gas and 
electricity undertakings throughout the country. 


Air Raid Precautions for Users of Radium 


The minister of home security, in consultation with the Min- 
istry of Health, has had under consideration the question of 
the safe custody, handling and transport of radium under war 
conditions. In addition to the radium held by hospitals under 
arrangements with the Radium Commission and King Edward's 
Hospital Fund for London, an appreciable amount is in the 
hands of small hospitals, physicians and commercial firms. The 
minister has decided that for the protection of the public it is 
necessary to bring to the notice of all who have the custody of 
radium the precautions which should be taken to avoid its dis- 
persal by enemy action and the course to be followed in the 
event of its dispersal. 


Jour. A MA 
Jan. 31, 194) 


LETTERS 


All radium exceeding 1 mg. in amount, not in actual yy 
should be kept in a bore hole or steel container of approved type. 
The bore hole should have a depth of about 50 feet, depending 
on the nature of the subsoil. It should be lined with steel typ. 
ing and have a diameter of 6, 8 or 10 inches, depending on the 
amount of radium to be stored. The bottom of the shaft should 
be cemented. At the ground level there should be a super. 
structure consisting of a concrete enclosure with a door fitted 
with winch and cable to raise or lower the radium receptacle. 

The approved type of steel container consists of a block of 
mild steel, either round or square in section, with a central! 
cavity and a screwed plug to seal this. The receptacle is pro. 
tected by a layer of resilient material, such as cork or rubber 
which is within the cavity. The wall thickness of the stee! 
block must not be less than 3 inches. Not more than 350 mg 
of radium should be kept in one steel container. In a hospital 
situated in a vulnerable area, not more than this amount should 
be in use at any one time. Radon should be used instead oj 
radium when this is possible without loss of therapeutic efficiency. 
Patients should not remain under treatment by radium during 
an air raid unless in a basement or ground floor room strength- 
ened up to the approved standard for an air raid shelter. 

Radium should not be transported through the medium oj 
the post office. It should be sent either by a special messenger 
or by a passenger train, in which case it should be handed 1 
the guard and taken over from him at the station of destination. 
If less than 10 mg. is so conveyed, it should be enclosed in a 
container lined with 3 mm. of lead. For 10 to 50 mg. the 
container should be supported in the center of a box of a 
minimum of 1 foot in every dimension. 

In the event of dispersal of radium—actual or suspected—the 
occurrence should be notified to the health officer, who wil! 
arrange for the danger area to be cordoned off immediately aiter 
fire and casualties, if any, have been dealt with. The occurrence 
should then be notified to the minister of health, who will 
arrange for experts to examine the site and advise as to further 
action. 

Improving Health in the Army 

Recent developments in the work of the army medical corps 
at home and abroad include a new type of convalescent depot 
Situated in healthful surroundings and often near the sea, these 
depots have their own kitchen gardens and fowl yards ané 
facilities for dancing and games. Massage and electrical treat- 
ment are available. Another institution is the army physical 
development center, which is designed to make the most o/ 
men who in the ordinary course would have been rejected 
because of slight physical disabilities. The object is to raise 
men just below category A to that standard by means of physi 
cal treatment. It is held that this can be done in 75 per cent 
of the cases. Another important branch of the work of the 
corps is the training of doctors in military duties, such a 
assessment of fitness, medical inspection, military sanitation 
(including improvised sanitation in the field) and cooperation 
in physical training. The newly commissioned medical officer 
first goes to a three months course at a depot and afterward to 
the Army School of Hygiene. There is a course on chemical 
warfare and another on tropical diseases. 


Air Raid Casualties in October 


As reported in previous letters, the civilian casualties from 
air raids when the indiscriminate bombing of our cities was at 
its height ran into thousands killed. With the great falling of 
of such attacks our casualties have become much fewer. The 
latest monthly figures show that 262 persons were killed in 
October and 361 wounded to the extent of being detained i 
hospitals. The casualties are classified as: 


Men Women Under 16 


136 92 34 
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BUENOS AIRES 
(From Our Regular Correspondent) 
Nov. 15, 1941. 
The Prevalence of Venereal Disease 

The Chilean minister of health, Dr. Salvador Allende G., 
recently published an extensive report on “Realdad Meédico- 
Social Chilena.” It reveals among other things that during the 
aie 1938 more than twelve thousand women were registered 
- prostitutes. Of four thousand three hundred prostitutes who 
were examined monthly two thousand (64.4 per cent) were 
found to be either diseased or capable of transmitting disease. 
In Santiago de Chile alone three thousand prostitutes were 
registered. In more than two thirds of the cases social distress 
st the cause of the prostitution. A considerable number 
became prostitutes before they had completed their sixteenth 
year. 

The decrease in syphilis in Argentina has been reported before. 
A new examination by Dr. D. A. Tello reveals that since the 
issuance of the law for the crusade against venereal disease 
(1937) the percentage of treated cases of syphilis has consider- 
ably decreased in the city of Cordoba, that is, from 0.17 in 1938 
and 0.25 in 1939 it decreased to 0.0134 during the first five 
months of the year 1940. This reduction is ascribed to several 
causes: better possibilities for treatment, internment of the pros- 
titutes until they are completely cured and better collaboration 
of the police. 

On the other hand, it has been reported (H. Maciel, Folha 
méd., Jan. 5, 1941) that in the Brazilian navy syphilis has 
increased in an alarming manner; according to the statistics of 
the Instituto Naval de Biologia for the years 1936, 1937 and 
1938 an average incidence of 56.95 per cent of syphilitic infec- 
tions must be expected among the members of the naval forces. 


Results of the Second Latin American 
Congress for Criminology 

At the second Latin American Congress for Criminology, 
which was held in Santiago during the first part of 1941, a 
number of resolutions were adopted. It was recommended that 
knowledge of the blood groups be generally disseminated for 
medicolegal purposes. Without definitely asserting the advisa- 
bility of a classification of mental diseases, it was considered 
necessary to abolish differences in terminology employed by 
jurists and psychiatrists to improve mutual understanding. 
Moreover, terms which are no longer applicable in psychiatry 
are to be removed from legal compendiums. Constitutional 
perverts are to be subjected to protective measures. In the 
present state of biologic knowiedge it is not possible to adopt 
eugenic measures that aim at a possible removal of criminal 
descendants. The conclusions of psychoanalysis are of unques- 
tionable worth and should be taken into consideration in modern 
systems studying the suppression and prophylaxis of crime. 
Physical and mental hygiene of the inmates of prisons is to be 
considered, and suitable facilities and institutes are recommended 
lor this purpose. 


Campaign Against Cancer in Chile 


A recent publication of N. Romero O. surveys the history 
ot the campaign against cancer in Chile. After Dr. Lucas 
Sierra, together with his students Moya Camus, Montero 
Rodriguez, Mardones Acosta and Moenckeberg, at the beginning 
ot this century, had begun disseminating current knowledge of 
cancer, a cancer institute was founded by Dr. Max Westhoeffer 
in 1911 at the medical school of Santiago. In 1923 Romero 
began the campaign against cancer. During the same year 
radium became available and in 1930 the Instituto Nacional del 
Radium Was officially opened. Its first director was Dr. Pardo 
Correa ; on his death in 1933 he was succeeded by the present 
director, Dr. Leonardo Guzman. The institute has eighty-five 
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beds, sixty-five of which are for women and twenty for men; 
twenty-five are for incurable patients. The institute has 1.5 mg 
of radium and is equipped with x-ray apparatus. In addition 
to diagnosing and treating cancer patients, it gives postgraduate 
courses and organizes “cancer weeks.” In 1937 the Comité 
Central Permanente del Cancer was founded, which has branches 
in the most important cities; in 1940 the Liga Nacional del 
Cancer was organized under the direction of Dr. Guzman. 


Gonorrheal Conjunctivitis 

The Argentine ophthalmologist Dr. R. Laje Weskamp made 
the following observation on gonorrheal conjunctivitis: In the 
fourth division of the Argentine army, which includes some 
northern and western provinces (five thousand men) only 2 cases 
were observed in five years and both of them were unilateral. 
In an ophthalmologic clinic which treated 7,500 new patients 
from 1934 to 1940, only a single case was observed. On the 
other hand, a survey in 1937 disclosed 6,800 blind persons 
among thirteen million inhabitants. According to a census of 
the national institute for the blind, gonorrheal conjunctivitis is 
responsible for one third of the cases of blindness. 


The Number of Physicians in Latin America 


According to an announcement in the Boletin de la Oficina 
Sanitaria Panamericana the number of physicians in the dif- 
ferent Latin American countries is as follows: Argentina 11,900, 
Bolivia 1,058, Brazil 25,000, Chile 2,061, Colombia 1,000, Costa 
Rica 170, Cuba 3,100, Dominican Republic 350, Ecuador between 
500 and 600, El Salvador 200, Guatemala 500, Haiti 252, 
Honduras 130, Mexico between 13,000 and 15,000, Nicaragua 
240, Panama 175, Paraguay 150, Peru 1,200, Puerto Rico 325, 
Uruguay 1,500 and Venezuela 1,200. The numbers for Brazil 
and Mexico probably include a number of not regularly trained 
and approved practitioners. 


Regulation of Official Sale of Quinine in Argentina 

In Argentina large quantities of quinine and other substances 
for the prophylaxis and treatment of malaria are dispensed free 
of charge or at very low prices. In order to prevent profiteer- 
ing by reselling, special regulations have been issued which 
forbid and are intended to prevent resale except with a special 
permit of the Departamento Nacional de Hygiene. The colors 
white and red have been reserved for this officially controlled 
quinine ; that is, quinine which is retailed privately to the public 
cannot have these colors regardless of whether it is imported 
or domestically produced. 


Marriages 

JoseruH Pace lieutenant (j. g.) M. C., U. S. Navy, 
Tappahannock, Va., to Miss Mary Ruth Walker of Burlington, 
N. C., at Pensacola, Fla., Nov. 28, 1941. 

Marion A. Kinc, Northampton, Mass., to Mr. Arthur C. 
Moulton of West Newfield, Maine, Oct. 4, 1941. 

O. W. Jonnson, Michigan City, Ind., to Miss Dorothy Her- 
bert of Pottawattomie Park, Nov. 20, 1941. 

ALEXANDER W. TERRELL Jr., Dallas, Texas, to Miss Jeanne 
C. Braniff of Oklahoma City, Dec. 6, 1941. 

PauLt Nickerson, Sylacauga, Ala., to Mrs. Rachel Johns 
Nickerson at Siluria in November 194]. 

Howarp W. Beaver, Rensselaer, Ind., to Miss Anna Louise 
Lorenz of Indianapolis, Oct. 19, 1941, 

Juces I. Krein, Morgantown, W. Va., to Miss Henriette 
Liepold of Cincinnati, June 24, 1941. 

Forp S. WiLttamMs, New Orleans, to Miss Anne Ella Fugate 
in Hazlehurst, Miss., Nov. 8, 1941. 

WiLtiAM JAMES COLLINS, Washington, D. C., to Miss Cath- 
erine C. Doran, May 30, 1941. 

Epwarp J. Diero_tr, Crown Point, Ind., to Miss Geneva M. 
Nelson of Gary, Nov. 8, 1941. 
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398 DEATHS 


Deaths 


William Dick Cutter ® Chicago, aged 63, Secretary of the 
Council on Medical Education and Hospitals of the American 
Medical Association since 1931, died at the home of his daughter 
in Johnson City, Tenn., January 22. Dr. Cutter was born in 
Brooklyn, Sept. 14, 1878. He received his A.B. degree from 
Yale University in 1899 and his M.D. degree from Johns Hop- 
kins University School of Medicine in 1905. During the year 
1900 he did graduate study in Berne, Switzerland. From 1899 
to 1901 he was assistant in physiologic chemistry in Columbia 
University College of Physicians and Surgeons; from 1905 to 
1906, resident physician and surgeon in the French Hospital in 
New York City. The following years were spent as a member 
of the hospital staff of the Copper Queen Consolidated Mining 
Company in Bisbee, Ariz. Thereafter Dr. Cutter concerned 
himself wholly with 
medical education, 
becoming professor 
of physiology and 
pharmacology in the 
University of Geor- 
gia School of Medi- 
cine, 1911 to 1919; 
secretary of the State 
Board of Medical 
Examiners of New 
York from 1919 to 
1923; dean of the 
New York Post- 
Graduate Medical 
School, 1923 to 1928, 
and dean of the 
School of Medicine 
of the University of 
Southern California 
from 1928 to 1931. 
Since 1931 he had 
devoted himself 
wholly to the work 
of the Council on 
Medical Education 
and Hospitals, in 
which position he 
earned the friendship 
and respect of lead- 
ers in medicine, and 
particularly in the 
field of medical education, throughout the country. Under his 
leadership the annual Congress on Medical Education and 
Licensure assumed increasing significance. Before the attack 
of coronary thrombosis from which he died he had been inten- 
sively engaged in problems concerned with the maintenance of 
high standards of medical education under the conditions of the 
national emergency. Dr. Cutter was a fellow of the American 
College of Physicians and a member of the American Association 
for the Advancement of Science. For his scholarship he was 
awarded membership in Phi Beta Kappa and Sigma Xi. His 
contributions to medical literature were concerned primarily with 
problems of medical education. Since 1933 he had served also 
as manager-editor of the Federation Bulletin of the State Medi- 
cal Boards. In his position in the headquarters office of the 
American Medical Association, which he occupied for eleven 
years, he carried great responsibility and manifested leadership. 


Charles Davison ®@ Chicago; Chicago Medical College, 
1883; an Affiliate Fellow of the American Medical Associa- 
tion; professor of surgical anatomy, 1899-1900, adjunct pro- 
fessor of surgery from 1900 to 1905, professor of surgery from 
1905 to 1917, professor and head of the department of surgery 
from 1917 to 1925 and since 1926 emeritus professor at the 
University of Illinois College of Medicine; assistant surgeon, 
Illinois Charitable Eye and Ear Infirmary from 1887 to 1892; 
served as attending surgeon at various times at the Cook 
County Hospital, president of the medical staff from 1917 to 
1919 and chief of the department of surgery, 1919-1920; founder 
and formerly attending surgeon, West Side Hospital; surgeon 
in chief, University Hospital, from 1907 to 1942; surgeon, 
Research and Educational Hospital, 1925-1926; consulting sur- 
geon, Illinois Masonic Hospital; one of the founders and fellow 
of the American College of Surgeons; fellow of the Founder's 
Group American Board of Surgery; president of the Chicago 
Surgical Society 1912-1913; trustee of the University of Illinois 
from 1905 to 1911; author of “Autoplastic Bone Surgery,” 1916; 
aged 84; died, January 19, of cerebral hemorrhage. 


Wittram D. Cutter, M.D., 
1878-1942 


Jour. A MA 
AN. 31, 1942 


Eugene Sterling Kilgore ® San Francisco; Harvard \{eqj. 
cal School, Boston, 1909; member of the House of Delegates 
of the American Medical Association in 1920, secretary of the 
Section on Practice of Medicine from 1922 to 1925 and chair. 
man 1925-1926; assistant in medicine at the University of (Cajj. 
fornia Medical School from 1912 to 1914, instructor from 19}4 
to 1916, assistant professor from 1916 to 1925, associate clinical 
professor from 1925 to 1930 and since 1930 clinical professor. 
member of the Association of American Physicians; served 
during the World War; was consultant in cardiovascular dis. 
eases for the U. S. Veterans Bureau for many years; on the 
consultant staffs of the French Hospital and the Chinese Hos. 
pital; chief of medical department, St. Joseph’s Hospital ; aged 
63; died, January 2, of coronary thrombosis. 

Broadstreet Henry Mason @ West Hartford, Conn: 
Medical School of Maine, Portland, 1907; member of the New 
England Society of Psychiatry; past president of the Connec- 
ticut Hospital Association; instructor in psychiatry at the Uni- 
versity of Michigan Medical School, Ann Arbor, from 192} to 
1923 and assistant director of the Psychopathic Hospital during 
the same period; neuropsychiatrist to the United States Vet- 
erans Bureau; assistant superintendent from 1914 to 1918 of 
the Worcester (Mass.) State Hospital and acting superinten- 
dent from 1918 to 1921; first assistant superintendent of the 
Peter Bent Brigham Hospital, Boston, from 1923 to 1927: 
superintendent of the Waterbury (Conn.) Hospital from 1927 
to 1941; aged 60; died, January 1, of heart disease. 


George de Tarnowsky ® Chicago; Northwestern Univer- 
sity Medical School, Chicago, 1900; professor of surgery at the 
University of Illinois College of Medicine; formerly clinical 
professor of surgery at the Loyola University School of Medi- 
cine ; past president of the Chicago Gynecological Society ; presi- 
dent of the Chicago Surgical Society, 1938-1939; served as a 
colonel in command of the 378th regiment during the World 
War; was awarded the Distinguished Service Medal and was 
an Officer of the Legion of Honor of France; attending physi- 
cian, Cook County Hospital, from 1913 to 1920; author of 
“Surgery of the Zone of the Advance” and “Emergency Sur- 
gery’; aged 68; on the staff of the Ravenswood Hospital, 
where he died, January 20, of cerebral hemorrhage. 

William Lamar Bryan Jr. ® Columbia, S. C.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1939; at one 
time assistant in the department of anatomy at his alma mater; 
from July 1940 through June 1941 served on the faculty of 
Tulane University of Louisiana School of Medicine, New 
Orleans as instructor in the department of neuropsychiatry; 
since July 1941 served as professor of hygiene and assisted 
his wife as university physician at the University of South 
Carolina; aged 27; died, Dec. 10, 1941, in the Providence Hos- 
pital of renal failure. 

Anthony Parisi, Newark, N. J.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1918; member of the 
Medical Society of New Jersey; fellow of the American Col- 
lege of Surgeons; attending surgeon, St. Michael's Hospital 
and Columbus Hospital; assistant surgeon, Newark City Hos- 
pital ; consulting anesthetist, Hospital of St. Barnabas and for 
Women and Children; aged 48; died, Dec. 18, 1941, of cor- 
onary occlusion. 

Joseph Brettauer ® New York; Karl-Franzens-Universitat 
Medizinische Fakultat, Graz, Austria, 1887 ; member and in 1928 
president of the American Gynecological Society; fellow 0! 
the American College of Surgeons; consulting gynecologist, 
Mount Sinai Hospital, New York; United Hospital, Port 
Chester, N. Y., and the New Jersey State Hospital, Greystone; 
aged 78; died, Dec. 26, 1941, of coronary artery disease. 

Thomas William Plant ® Chicago; Bennett Medical Col- 
lege, Chicago, 1916; fellow of the American College oi Sur- 
geons; for many years on the staff of St. Mary of Nazareth 
Hospital; aged 54; died, Dec. 29, 1941, of injuries received in 
an automobile accident. 

Wilson R. Scott, Dayton, Ohio; Chicago Physio-Medical 
College, 1898; aged 75; died, Dec. 1941, in the Miami 
Valley Hospital of coronary thrombosis. 


KILLED IN ACTION 


Samuel Earle Johnson ® Medical Inspector, Com 
mander, United States Navy; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1911; entered the regular navy 
Dec. 27, 1920; aged 52; was killed during the Japanese raid 
on Pearl Harbor, Dec. 7, 1941. 
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Bureau of Investigation 


VARIOUS “CURES” BANNED FROM 
THE MAILS 


Abstracts of Some U. S. Post Office Fraud Orders 

Fraud orders issued by the Post Office Department have 
frequently been the subject of extensive articles by the Bureau 
of Investigation in these pages of THe JourNnaL. Following are 
briei abstracts of some fraud orders not dealt with previously : 


Bumpass Medicine Co.—This concern, also known as Bumpas Medicine 
Co.. was conducted at Corinth, Miss., by a Mrs. Ethel Bumpass. Through 


the mails she represented that her “Bumpas Asthma Treatment” would 
overcome asthma, that “Bumpas T. B. Remedy” would cure tuberculosis 
and that “Bumpas Body Builder Tonic” would correct rundown, debili- 
tated and underweight conditions. Of course, she employed the usual 


testimonials. Government chemists reported that the tuberculosis nostrum 
was essentially a water-alcohol suspension containing pine tar and invert 
sugar, in an acidic, viscous, cloudy brown liquid containing a small 
amount of ground plant material; that the asthma mixture was chiefly an 
.cidic water-aleohol solution containing a reducing sugar and tannin from 
plant extractives, and that the “body builder’’ contained the same ingredi- 
ents plus an alkaloidal material. As it was found that Mrs. Bumpass 
was not a physician, chemist or pharmacist and employed no one possessing 
these qualifications, and as expert medical testimony showed that her 
nostrums would not produce the implied results, a fraud order was issued 
against the business on Oct. 29, 1940. 


Purviance Sanitarium.—This outfit at Lincoln, Neb., was run by a 
Walter Charles Purviance, M.D., who is not a member of the American 
Medical Association. The records indicate that he has advertised in news- 
papers and that he was actively connected with John R. Brinkley (with 
whose record readers of THe Journat are quite familiar) when the 
latter was running his outfit at Milford, Kan. It is not surprising that, 
like some other associates of Brinkley in his “gland-cure” promotion, 
Purviance later went into the business on his own and advertised as 
a “prostate specialist.” The Post Office investigation revealed that he 
sent out a form letter in which he boasted, “For many years I have 
been performing the ‘Compound Operation.’ ” (The latter was Brinkley’s 
stock in trade.) But if one had prostate trouble and was unable to go 
to the Purviance Sanitarium, he could treat himself at home with 
Purviance’s “P. R. Tablets.” Further, he was told that that nostrum 
was “not a patent medicine’ but ‘‘a private prescription,” and “the chief 
ingredient has remarkable curative properties which have been thoroughly 
demonstrated by laboratory experiments, and by administration to men 
over a period of thirty years.” Besides. it ‘“‘reduces enlarged prostates,” 
“tones up the bladder’ and “restores lost manhood.”” What “pep” nos- 
trum vender could offer more? And what was this “remarkable” remedy ? 
Government chemists reported that each 4% grain (0.3 Gm.) tablet con- 
tained about 4 grains (0.26 Gm.) of chromium sulfate. Expert medical 
testimony was introduced which showed that chromium sulfate is not rec- 
ognized as having any valuable effect in treating prostatic or any other 
disorder, that it is only slightly absorbed by the body and that absorption 
ct chromic acid by the system in any considerable degree woulg produce 
poisonous effects rather than benefit. As the business was shown to be 
a scheme for obtaining money through the mails by means of false and 
traudulent pretenses, representations and promises, a fraud order was 


— against W. C. Purviance and the Purviance Sanitarium on Jan. 19, 
940, 


Rose Dorf’s Cosmetics.—Two products, “‘Skin Life” and “Dorf’s Beauty 
Lotion,” were promoted through the mails by a Rose Dorf of Néw York, 
operating variously as “Mme. Cecelia” and “Mme. Rose Dorf,’’ who 
Previously had engaged in the millinery business and had no medical train- 
ing. When first cited by the Post Office Department, she admitted that 
she knew nothing about cosmetics or their “dangers and liabilities” and 
added that because of dwindling receipts she was abondoning her enter- 
prise. As no evidence developed to show that she had done so, the Post 
Ofhce again took up the case and produced expert medical testimony 
regarding the composition of her preparations and the falsity of the claims 
made for them. It was shown that “Skin Life’ consisted essentially of 
ammoniated mercury in a base of hydrous wool fat and possibly some wax 
and that not only would it be useless for ridding the face of pimples, liver 
spots and wrinkles, as it was represented to do, but the ammoniated 
mercury that it contained would make it dangerous to use. It was further 
shown that “Rose Beauty Lotion’ was chiefly salicylic acid and could 
effect no more than a superficial peeling of the skin, without removing the 
underlying tactors responsible for pimples, blackheads, oily skin and other 
conditions for which it was advertised. A fraud order was issued against 
the names of Mme. Rose Dorf and Mme. Cecelia on April 21, 1941. 


A. M. Laboratories.—This Chicago concern, also known as Tobaccoline 
Sales Division, was run by a W. K. Miller and a J. P. Thomas, who 
operated trom a post office box and sold ‘“Tobaccoline” by mail as a cure 
tor the tohacco habit. Their advertising decried the use of any competing 
Product and declared that “Tobaccoline is not a patent medicine.” Obvi- 
ously it was nothing else. Government chemists reported it to consist of 
capsules. cach containing % grain (0.008 Gm.) lobeline sulfate with milk 
a Expert medical testimony was introduced to show that since the 
2 ects of lobeline are the same as, or similar to, those of nicotine, this 
‘estrum id not and could not afford a “safe,” “sure” and “harmless” 
a ot ending the tobacco habit, which cannot be accomplished without 
Get oamhes s will power. In fact, the expert medical witness testified 
: a re number of persons whom he had treated with lobeline had 
‘turned to the tobacco habit. The fraud order was issued against this 
scheme on Jan. 30, 1941. 


CORRESPONDENCE 399 


Correspondence 


KENNY METHOD OF TREATMENT OF 
INFANTILE PARALYSIS 


To the Editor:—In view of the wide publicity given the 
Kenny method of treatment of acute poliomyelitis, a copy of 
the treatment given in the 1906 edition of Osler’s Practice of 
Medicine (p. 917), which I enclose, may prove of interest: 

The treatment of acute infantile paralysis has a bright and a dark side. 
In a case of any extent complete recovery cannot be expected; on the 
other hand, it is remarkable how much improvement may finally take place 
in a limb which is at first completely flaccid and helpless. The following 
treatment may be pursued: If seen in the febrile stage, a brisk laxative 
and a fever mixture may be given. The child should be in bed and the 
affected limb or limbs wrapped in cotton. As in the great majority of 
cases the damage is already done when the physician is called and the 
disease makes no further progress, the application of blisters and other 


forms of counterirritation to the back is irrational and only cruel to the 
child. 


The general nutrition should be carefully maintained by feeding the 
child well, and taking it out of doors every day. As soon as the child 
can bear friction the affected part should be carefully rubbed; at first 
once a day, subsequently morning and evening. Any intelligent mother 
can be taught systematically to rub, knead and pinch the muscles, using 
either the bare hand or, better still, sweet oil or cod liver oil. This is 
worth all the other measures advised in the disease and should be 
systematically practiced for months or even, if necessary, a year or more. 
Electricity has a much more limited use and cannot he compared with 
massage-in maintaining the nutrition of the muscles. The faradic current 
should be applied to those muscles which respond. The essence of the 
treatment is in maintaining the nutrition of the muscles, so that in the 
gradual improvement which takes place in parts, at least, of the affected 
segments of the cord the motor impulses may have to deal with well 
nourished, not atrophied, muscle fibers. 


If my memory serves me, the immobilization of patients with 


acute poliomyelitis first came into vogue in this country with 


the 1916 epidemic. V. Haas, M.D., New York. 


STETHOSCOPIC RECORDS OF 
HEART SOUNDS 


To the Editor:—In a communication to THe JourNnat of 
Dec. 20, 1941, Col. J. E. Ash, curator of the Army Medical 
Museum, Washington, D. C., refers to my stethoscopic records 
of heart sounds, murmurs and arrhythmias and states that there 
are “on file at the Army Medical Museum records . . . 
prepared . . . in 1939.” 


Quite a number of men in this and other countries have made 
recordings of heart sounds, and from the standpoint of priority 
no claim is made. An article in the American Journal of the 
Medical Sciences of November 1941 clearly sets forth this point 
of view. 

The only claims that I make for this series of records are 
(1) their “high fidelity,” (2) completeness, (3) a short expla- 
nation of what is to be heard before the illustration, (4) 
availability to any one at a reasonable price, (5) satisfactory 
reproduction even with a cheap radio-phonograph in a living 
room and (6) the fact that they are listened to with one’s own 
stethoscope and that, if directions are followed, one hears the 
illustrations with the same intensity and quality of sound as 
was heard with the stethoscope on the patient’s chest when the 
recording was made. 

I am sorry that Colonel Ash stated “I understand Dr. 
Geckeler knew of these records.” I had never heard of them. 


Georce D. Gecxe er, M.D., Philadelphia. 
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400 EXAMINATION 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE 


Cuicaco, Feb. 16-17, 1942. Council on Medical Education and Hospi- 
tals, 535 North Dearborn Street, Chicago. 


NATIONAL BOARD OF MEDICAL EXAMINERS 
EXAMINING BOARDS IN SPECIALTIES 
Examinations of the National Board of Medical Examiners and Exam- 
ining Boards in Specialties were published in THe JournaL, January 24, 
page 320. 
BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Montgomery, June 16-18. Acting Sec., Dr. B. F. Austin, 
519 Dexter Ave., Montgomery. 

ARKANSAS: * Medical. Little Rock, June 4-5. Sec., Dr. D. L. Owens, 
Harrison. Eclectic. Little Rock, June 4-5. Sec., Dr. Clarence H. Young, 


1415 Main St., Little Rock. 

CaLtForNIA: Written. Los Angeles, March 2-5. Oral examination 
(required when reciprocity application is based on a state certificate or 
license issued ten or more years before filing application in California), 
San Francisco, March 18. Sec., Dr. Charles B. Pinkham, 1020 N St., 
Sacramento. 

Connecticut: * Medical. Examination. Hartford, March 10-11. 
Endorsement. UHartford, March 24. Sec. to the Board, Dr. Creighton 
Barker, 258 Church St., New Haven. Homeopathic. Derby, March 10-11. 
Sec., Dr. Joseph H. Evans, 1488 Chapel St., New Haven. 


DELAWARE: Dover, July 14-16. Sec., Medical Council of Delaware, 
Dr. Joseph S. McDaniel, 229 S. State St., Dover. 
Fioripa:* Jacksonville, June 22-23. Sec., Dr. William M. Rowlett, 


Box 786, Tampa. 


Georcia: Atlanta, June. Sec., State Examining Boards, Mr. R. C. 
Coleman, 111 State Capitol, Atlanta. 

I:t1nots: Chicago, April 7-9. Superintendent of Registration, Mr. 
Philip M. Harman, Department of Registration and Education, Springfield. 

INDIANA: Indianapolis, June 16-18. Sec., Board of Registration and 
Examination, Dr. J. W. Bowers, 301 State House, Indianapolis. 

Kansas: Kansas City, June 16-17. Sec., Board of Medical Registra- 


tion and Examination, Dr. J. F. Hassig, 905 N. Seventh St., Kansas City. 


Kentucky: Louisville, June 4-6. Sec., State Board of Health, Dr. 
A. T. McCormack, 620 S. Third St., Louisville. 

Maine: Portland, March 10-11. Sec., Board of Registration of 
Medicine, Dr. Adam P. Leighton, 192 State St., Portland. 

MaRYLAND: Medical. Baltimore, June 16-19. Sec., Dr. John T. 
O'Mara, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 
16-17. Sec., Dr. John A. Evans, 612 W. 40th St., Baltimore. 


Massachusetts: Boston, March 10-13. Sec., Board of Registration in 
Medicine, Dr. Stephen Rushmore, 413-F State House, Boston. 

Micuican: * Ann Arbor and Detroit, June 10-12. Sec., Board of Reg- 
istration in Medicine, Dr. J. Earl McIntyre, 202-4 Hollister Bldg., Lansing. 


MisstssipPi: Jackson, June. Assistant Sec., State Board of Health, 
Dr. R. N. Whitfield, Jackson. 

Montana: Helena, April 7-8. Sec., Dr. Otto G. Klein, First National 
Bank Bldg., Helena. 

Nevapa: Reciprocity. Carson City, February 2. Sec., Dr. Frederick 
M. Anderson, 215 N. Carson Street, Carson City. 

New Hampsuire: Concord, March 12-13. Sec., Dr. T. P. Burroughs, 


Board of Registration in Medicine, State House, Concord. 


New Jersey: Trenton, June 16-17. Sec., Dr. Earl S. Hallinger, 28 W. 
State St., Trenton. 


New Mexico:* Santa Fe, April 13-14. Sec., Dr. Le Grand Ward 
135 Sena Plaza, Santa Fe. 

Nortn Carouina: Raleigh, June 15. Sec., Dr. W. D. James, Hamlet. 

Ono: Endorsement. April 7. Written. Columbus, June. Sec., Dr. 
H. M. Platter, 21 W. Broad St., Columbus. 

Texas: Galveston, March 23-25. Sec., Dr. T. J. Crowe, 918-20 Texas 
Bank Bldg., Dallas. 

Uran: Salt Lake City, June 29-30. Assistant Dir., Department of 
Registration, Mr. G. V. Billings, 324 State Capitol Bldg., Salt Lake City. 

Vermont: Burlington, Feb. 10-12. Sec., Board of Medical Registra- 
tion, Dr. F. J. Lawliss, Richford. 

VirGinta: Richmond, June 17-20. Sec., J. W. Preston, 30% 


Franklin Rd., Roanoke. 

West ViroGinia: Charleston, March 2-4. Commissioner, Public Health 
Council, Dr. C. F. McClintic, State Capitol, Charleston. 

Wyominc: Cheyenne, Feb. 2-3. Sec., Dr. M. C. Keith, Capitol Bldg., 
Cheyenne. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Arizona: Tucson, March 17. Sec., Mr. Franklin E. Roach, Science 
Hall, University of Arizona, Tucson. 
Cotorapo: Denver, March 10-11. 

Ogden St., Denver. 
Connecticut: Feb. 14. 
Yale Station, New Haven. 
District or CotumBia: Washington, April 20-21. Sec., Commission on 
Licensure, Dr. George C. Ruhland, 6150 E. Municipal Bldg., Washington. 
Froripa: Gainesville, June 8. Sec., Professor J. F. Conn, John B. 


Stetson University, De Land. 
MicuiGan: February 13-14. Sec., Miss Flora E. Dube, East Lansing. 
Albuquerque, Feb. 2. Sec., Miss Pia Joerger, State 


Sec., Dr. Esther B. Starks, 1459 


Address State Board of Healing Arts, 1945 


New Mexico: 
Capitol, Santa Fe. 

Ruope Istanp: Providence, Feb. 18. Chief, Division of Examiners, 
Mr. Thomas B. Casey, 366 State Office Bldg., Providence. 

Soutn Dakota: Vermillion, June 5-6. Sec., Dr. G. M. Evans, Yankton. 

Wisconsin: Madison, April 11. Sec., Prof. Robert N. Bauer, 152 W. 
Wisconsin Ave., Milwaukee. 


AND LICENSURE 


Jour. A.M. A 
Jan. 31, 194) 


Ohio Endorsement Report 


The Ohio State Medical Board reports 32 physicians licensed 
to practice medicine by endorsement on October 14. The {oj. 
lowing schools were represented : 


LICENSED 


BY ENDORSEMENT 


School Grad. 
University of Arkansas School of Medicine.......... (1940) Arkansas 
College of Medical Evangelists................... (1941)N. B. M. Fx 


Yale University School of Medicine. ree 
George Washington University School ‘of "Medicine. 
(1935) Louisiana 


- (1938) N. B. M. Ex 
- (1932) Dist. ‘olumbia, 


Loyola University School of Medicine............... (1938) Indiana 
Indiana University School of Medicine.............. (1941) Indiana 
University of Louisville School of Medicine........ (1939) Kentucky 
(1933) N. B. M. Ex., (1938) Maryland 
St. Louis University School of Medicine............. (1933) Penna., 
(1938), (1940) Missouri 
University of Nebraska College of Medicine......... (1933), 
(1937), (1940) Nebraska 
Temple University School of Medicine.............. (1925), 
(1937), (1939) Penna. 
University of Pennsylvania School of Medicine..... (1923) Dist.Columbia 
(1927) N. B. M. Ex., (1931), (1937) Pennsylvania 
University of Pittsburgh School of Medicine......... (1932) Penna.. 
(1938) Tennessee 
Medical College of Virginia................-ccce0. (1939) W. Virginia 
Marquette University School of Medicine.......... -(1941) Wisconsin 
University of Toronto Faculty of Medicine. . . (1922) Penna 
Georg August-Universitat Medizinische Fakultat, Got- 
National University of Athens School of Medicine... . (1907) Illinois 


Kansas December Report 


The Kansas State Board of Medical Registration and Exami- 
nation reports the written examination for medical licensure 
held at Topeka, Dec. 9-10, 1941. The examination included 
10 questions. An average of 75 per cent was required to pass. 
Three candidates were examined, all of whom passed. One 
physician was licensed to practice medicine by reciprocity and 
1 physician so licensed on endorsement of credentials of the 
National Board of Medical Examiners. The following schools 
were represented : 


Year Number 

School PASSED Grad. Passed 
College of Medical (1938) 1 
University of Chicago, The School of Medicine........ (1941) 1 
University of Minnesota Medical School............... (1941) l 

School LICENSED BY RECIPROCITY pal — 

School LICENSED BY ENDORSEMENT — 


District of Columbia Reciprocity Report 
The District of Columbia Commission on Licensure reports 
6 physicians licensed to practice medicine by reciprocity on 
Dec. 9, 1941. The following schools were represented: 


Year Reciprocity 

School LICENSED BY RECIPROCITY Grad. with 
Georgetown University School of Medicine........... (1937) Penna. 
Johns Hopkins University School of Medicine........ (1938) Maryland 
University of Maryland School of Medicine and Col- ; 
lege of Physicians and Surgeons.......... (1913), (1925) Marylane 
New York University College of Medicine............ (1935) New York 
Western Reserve University School of Medicine...... (1931) Ohio 


New Mexico Endorsement Report 


The New Mexico Board of Medical Examiners reports 
physicians licensed to practice medicine by endorsement 
Oct. 13-14, 1941. The following schools were represented: 


Year Endorses 


School LICENSED BY ENDORSEMENT 
University of Colorado School of Medicine..........- (1937) Colera 
Loyola University School of Medicine............... (1941) Colora . 
Northwestern University Medical School........-....- (1931) California, 

(1933) Wisconsin 
University of Illinois College of Medicine..........-- (1937) Miiaes 
University of Oklahoma School of Medicine. . (1934), (1940) Oklahom 


Univerisdad Central de Espafia Facultad de Medicina, 


Madrid (1933)N. B. M. Ex. 


: 

be 3 

= 

Kg 


[. Ex 


mbia 


nna., 
lessee 
rginia 
‘onsin 
enna 


aska 
linois 


ami- 
sure 
uded 
pass. 
One 

and 
the 
100s 


mber 
ssed 


jorado 
jorado 
ornia, 


ihoma 


[. Ex. 


118 


NuMBER 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Malpractice: Alleged Failure to Administer Tetanus 
Antitoxin.—Mrs. Ernest Hembree, through the negligent 
operation of an automobile by Owen Hembree, sustained “severe 
cuts and bruises about the legs, and broken bones at the point 
of the cuts.” She was taken immediately to the Von Keller 
Hospital and attended by Dr. Von Keller. Five days latter her 
husband removed her to another hospital and placed her under 
the care of Dr. Irby. At that time, according to Dr. Irby, the 
patient had a high fever, was nervous, had severe headaches 
and was suffering extreme pain about the injuries on her legs, 
the symptoms indicating to Dr. Irby the onset of tetanus, but 
whether or not he administered tetanus antitoxin at that time 
is not clear. In accordance with his directions the patient that 
day or the next was taken to a hospital in Oklahoma City and 
placed under the care of Dr. O'Donoghue, who immediately 
administered antitetanus serum. The next day the patient com- 
plained of stiffness in her neck and tightness around her jaws, 
and more tetanus antitoxin was administered. Ten days after 
the accident the patient died of tetanus infection. The husband 
then brought suit against Owen Hembree and against Dr. Von 
Keller and the Von Keller Hospital, the case against the physi- 
cian and the hospital being based on their alleged failure to 
administer tetanus antitoxin to the patient. Judgment was ren- 
dered against Owen Hembree but the trial court directed a 
verdict in favor of the physician and the hospital, and the plain- 
tiff appealed to the Supreme Court of Oklahoma. 

The plaintiff sought to have the doctrine of res ipsa loquitur 
applied to the case, that is, the plaintiff argued that the facts 
and circumstances surrounding the medical treatment of the 
patient were wholly within the knowledge of the defendants and 
the fact of death from tetanus speaks for itself, raising a pre- 
sumption of negligence on the part of the defendants, thus estab- 
lishing a prima facie case and shifting the burden of proof to 
them. The Supreme Court of Oklahoma, however, refused to 
apply the doctrine, quoting with approval the following language 
in Ewing v. Goode, 78 F. 442: 


Before the plaintiff can recover, she must show by affirmative evidence: 
First, that defendant was unskilful or negligent; and, second, that his 
want of skill or care caused injury to the plaintiff. If either element is 
lacking in her proof, she has presented no case for the consideration of 
the jury. The naked facts that defendant performed operations upon 
her eye, and that pain followed, and that subsequently the eye was in 
such a bad condition that it had to be extracted, established neither the 
neglect and unskilfulness of the treatment, nor the causal connection 
between it and the unfortunate event. A physician is not a warrantor of 
cures. If the maxim, ‘Res ipsa loquitur,” were applicable to a case like 
this, and a failure to cure were held to be evidence, however slight, of 
negligence on the part of the physician or surgeon, causing the bad result, 
few would be courageous enough to practice the healing art, for they 
would have to assume financial liability for nearly all the “‘ills that flesh 
is heir to.” 


The Court accordingly held that the fact that the patient died 
irom tetanus did not raise a presumption of negligence on the 
part of the defendants thus to establish a prima facie case and 
shift the burden of proof to the defendants. 


The plaintiff apparently contended that a failure to administer 
tetanus antitoxin under the circumstances was improper prac- 
tice. To prove that the defendant physician and the hospital had 
hot, contrary to their claim that they had, administered tetanus 
antitoxin, he relied on circumstantial evidence which he alleged 
established the following facts: Tetanus developed and the 
patient died as a result thereof in the average period in such 
Cases in which antitoxin is not administered; if antitoxin is 
administered, tetanus is absolutely prevented in 95 per cent to 
100 per cent of cases of similar injury; if tetanus does develop 
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after antitoxin is administered, the period prior to the develop- 
ment of the disease is doubled or longer and the attack is much 
milder than when the antitoxin is not administered; the patient 
had unmistakable symptoms of the disease two or three days 
prior to her death and numerous injections of antitoxin were 
administered thereafter. One witness who had accompanied the 
patient when she was taken to the Von Keller Hospital imme- 
diately following the accident testified that the hypodermic 
which Dr. Von Keller had testified he called for and admin- 
istered was a hypodermic of morphine and not of antitetanus 
serum; there was no showing on the patient's chart that anti- 
tetanus serum had been administered; there was no charge 
shown for the antitoxin in the statement of account presented 
by Dr. Von Keller to the plaintiff, and it is customary to make 
such charge and customary that some memorandum thereof be 
given by the nurse to the bookkeeper so that the latter can 
make the proper charge. 


Assuming, said the Supreme Court, though we do not now 
decide, that the failure to use the antitoxin was improper prac- 
tice, we look first to the evidence on the issue whether the 
defendants actually administered antitoxin to the patient. The 
defendants introduced ample evidence to prove that the serum 
was administered in proper time, while the plaintiff relies on 
the records in the hospital, the reaction of the patient and the 
testimony of the witness who accompanied the patient into the 
hospital immediately after the accident as circumstantial evidence 
that the serum was not used. The witness who had accompanied 
the patient into the hospital immediately following the accident 
seemed to have owned or to have worked in a drug store and 
on the basis of such a background she testified that she knew 
that the hypodermic that she saw prepared for the patient was 
one of morphine and not of tetanus antitoxin. She stated that 
she saw no other hypodermic administered to the patient. This 
witness's testimony, said the Court, is of no probative value. 
She did not attend the patient constantly after the patient's 
entry in the hospital and she was in no position to observe all 
that was done by the physicians and nurses. There was other 
evidence that the defendant physician had administered mor- 
phine. The mere fact that the witness saw the hypodermic 
prepared and given was no indication that antitetanus serum 
was not administered also. The Court then went on to consider 
the testimony of medical witnesses concerning the patient's con- 
dition and her reactions as indicative of a lack of tetanus anti 
toxin. Dr. Irby, after testifying as to the patient's condition 
when he examined her after her removal from the defendant 
hospital, testified that antitetanus serum was generally considered 
as 100 per cent preventive; that he had never heard of a case 
in which antitetanus serum was administered in which tetanus 
later ueveloped, and that the incubation period from the date 
of the injury to the date of the symptoms was six to ten days. 
On cross examination Dr. Irby said that his statement concern- 
ing the period of incubation and percentage of cures was based 
wholly on his reading and hearing lectures on the subject, that 
he had never treated a patient with tetanus but had administered 
the antitoxin as a preventive to 200 or 300 patients. Dr. 
O'Donoghue stated that the incubation period of tetanus would 
ordinarily be six to ten days but that the period could be shorter 
or much longer. According to Dr. O’Donoghue’s testimony, 
antitetanus serum is efficient in the prevention or delay of tetanus 
but is not an absolute preventive. He knew of 2 patients who, 
after the administration of tetanus antitoxin, had within the 
ordinary incubation period developed tetanus and died therefrom. 
He was of the opinion that while the administration of anti- 
tetanus serum would ordinarily increase the incubation period, 
this would not necessarily be true in every instance. The plain- 
tiff also called as a witness Dr. Baxter, who testified that while 
the serum was regarded as a preventive he doubted whether it 
was 100 per cent efficient. The period of incubation, he stated, 
was “eight to ten days, to six weeks or three months,” and 
the development of tetanus might be an indication that the 
serum was not given. He qualified the latter statement, how- 
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ever, by testimony to the general effect that the patient could 
have received the serum and yet have developed tetanus. In 
our opinion, said the Court, the evidence on this point which 
we have discussed is not sufficient to remove the issue from the 
realm of conjecture and speculation. We find that among the 
cases in which the antitoxin is duly administered the patient 
may develop tetanus within from three days to several weeks. 
Judging from the evidence, physicians and medical instructors 
are yet uncertain concerning the efficiency of the serum. It is 
highly efficient and is recommended as a preventive, but it is 
not infallible. The condition of the patient and the nature of 
his wounds play a large part in the result. Some react favor- 
ably sooner than others. No one could say, without indulging 
in mere speculation and conjecture, that tetanus would not have 
occurred in a particular case had the serum been administered 
at the proper time. 


As further indicative of the alleged fact that the defendants 
had not administered tetanus antitoxin, the plaintiff pointed to 
the failure of the hospital record or chart of the patient to 
show that the antioxin was administered and to the absence of 
a charge therefor made separately on the statement account 
presented to the plaintiff by the defendant. Dr. O'Donoghue, 
testifying for the plaintiff, stated that hospital charts are sup- 
posed to contain a list of all medicines and treatments of every 
kind that are administered to the patient, that if the patient 
receives an injection of antitetanus serum the hospital records 
should contain a reference thereto and that the failure to show 
such injection would be some evidence that none was given. 
Dr. O'Donoghue, however, further testified that errors often 
appeared in hospital records and that such omissions occur 
sometimes when emergency treatment is being administered to 
a patient and also when the attending physician fails to notify 
the nurse of the treatment. Dr. Baxter testified that the hos- 
pital record of the patient in this case purported to be for the 
period from 3:30 a. m., when the patient was admitted, to 
7 a. m. of the same day. The record showed that the patient 
was admitted to the x-ray room, where films were made, and 
was then carried to the operating room. The record indicated 
that there had been an injection of morphine and atropine made 
in the x-ray room, but the record itself showed nothing of 
what transpired in the operating room. The evidence referred 
to, said the Court, does not establish sufficient facts on which 
to base a reasonable inference that the antitetanus serum was 
not administered. The operating room was the proper place in 
which to administer the serum, yet there was absolutely no 
record of what transpired there throughout the entire period 
during which the patient was in that room. In this case it is 
shown without contradiction that the records were not correctly 
kept. The Court accordingly concluded that the hospital chart 
afforded no basis on which it could be concluded that antitetanus 
serum had not been given. 


The action of the trial court in directing a verdict in favor 
of the hospital and of Dr. Von Keller was accordingly affirmed. 
—Hembree v. Von Keller, 119 P. (2d) 74 (Okla., 1941). 


Optometry Practice Acts: Right of a Corporation to 
Employ Licensed Optometrists.—Since prior to 1915 the 
defendant, Kindy Optical Company, had pursued its corporate 
activities in the state of Wisconsin. In doing so it employed 
two licensed optometrists to whom it furnished certain devices 
and machines used for testing vision, and their prescriptions for 
glasses were filled in the defendant's store. In 1915 the Wis- 
consin legislature enacted a statute regulating the practice of 
optometry. 

The act of 1915 provided that “the furnishing, using or 
employment of any means, device or machine, designed or 
calculated to aid any person in the selection or fitting of 
spectacles or eyeglasses shall constitute the practice 
of optomery.” It also regulated the conduct of “every person, 
firm or corporation, engaging in the practice of optometry” 
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and fixed penalties against both employers and employ ces jp 
case of noncompliance with the law. After the enactment of 
this law, the defendant continued to pursue its activities \ ithout 
change. In 1938 the Milwaukee Optometric Society petitioned 
the court for an order to oust the defendant from the practice 
of optometry. From a judgment enjoining the defendant and 
its employees from so practicing, the defendant appealed to the 
Supreme Court of Wisconsin. 


The plaintiff contended that a corporation may not practice 
a profession by employing licensed operators. But, said the 
Supreme Court, optometry is readily distinguished from , 
profession in the practice of which diseases of the eye are 
treated. It is a mechanical art requiring skill and knowledge 
of the use of instruments designed to measure and record the 
errors and deviations from the normal found in the human eye 
Although certain standards of education are prescribed by the 
optometry practice act, optometry is not a part of the practice 
of medicine. The Wisconsin legislature, in the opinion of the 
Court, dealt with optometry as a skilled calling, not as a pro- 
fession involving a relation of special confidence between prac- 
titioner and patient. The legislature did not attempt to classify 
optometry so as to prevent the engagement of optometrists by 
any one to assist in a business in which such a calling is 
naturally an accompanying factor. 


The Court was not impressed with the emphasis that the 
respondent placed on the fact that the words “unprofessional 
conduct” were used in the optometry practice act. Phrases 
work themselves into statutes and literature on a subject because 
they become convenient in the meeting of situations requiring 
description, the Court observed, but they cannot be considered 
of such strength or importance as to carry a meaning contrary 
to the general import of the statute. A duly registered and 
licensed optometrist who does not comply with the law, the 
Court pointed out, would properly enough lose his license, and 
the phrase in question does not go beyond that. Furthermore, 
the statute provides for the discipline of an employer when there 
is a failure to comply with it. It is provided that when an 
employer violates any of the provisions of the chapter regulating 
optometry an optometrist cannot remain in his employ and 
retain his license. 


Since the legislature sought to regulate the employment of 
optometrists, the Court pointed out, it must have intended that 
there be such employment. 


The purpose of the statute to insure competent service to the 
public, the Court thought, may be fully accomplished although 
the optometrist rendering the service is an employee of a cor- 
poration. The long continued practice of corporations in 
employing licensed optometrists to test the eyes of customers, 
concluded the Court, is not a violation of the law regulating 
the practice of optometry. The judgment of the lower court 
was reversed and the cause remanded with directions to dismiss 
the complaint.—State ex rel. Harris v. Kindy Optical Co., 292 
N. W. 283 (Wis., 1940). : 


Society Proceedings 


COMING MEETINGS 


Annual Congress on Medical Education and Licensure, Chicago, Feb. 
16-17. 


American Orthopsychiatric Association, Detroit, Feb. 19-21. Dr. Norvelle 
C. LaMar, 149 East 73d St., New York, Secretary. 
Central Surgical Association, Chicago, Feb. 27-28. Dr. George ™. 


Curtis, Ohio State University, Columbus, Ohio, Secretary. 
Mid-South Post Graduate Medical Assembly, Memphis, Tenn., Feb. 10-15. 
Dr. Arthur F. Cooper, 165 Madison Ave., Memphis, Tenn., Secretary. 
Pacific Coast Surgical Association, San Francisco and Del Monte. Calif., 
Feb. 17-20. Dr. F. L. Reichert, Stanford University Hospital, San 

Francisco, Secretary. 
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Current Medical Literature 


AMERICAN 
The Association library lends periodicals to members of the Association 
ys ndividual subscribers in continental United States and Canada 
bor , period of three days. Three journals may be borrowed at a time. 
Per Jicals are available from 1931 to date. Requests for issues of 


tte cannot be filled. Requests should be accompanied by 
to cover postage (6 cents if one and 18 cents if three periodicals 
wre requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but can be supplied on purchase 
Reprints as a rule are the property of authors and can be 
for permanent possession only from them. 


ler. 
btained 
Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 
11:149-180 (Nov.) 1941 

Common Duct Stones and Their Treatment. E. V. Caldwell, Huntsville. 
Heart and Upper Abdominal Disease: Their Differential Diagnosis. 
J. H. Little, Mobile.—p. 155. 

Tuberculosis in the Aged. E. M. Norton, Fairfield.—p. 157. 

Asphyxia in Newborn. M. V. Adams, Mobile.—p. 160. 

Cancer of Female Reproductive Organs, with Reference to 179 Cases 


Studied in Hillman Tumor Clinic from April 1, 1938 to April 1, 1941. 
W. N. Jones, Birmingham.—p. 164. 


American J. Digestive Diseases, Fort Wayne, Ind. 
8:401-442 (Nov.) 1941 

Gastric Observations in Achlorhydria. J. B. Carey, M. Wetherby and 
R. S. Ylvisaker, Minneapolis.—p. 401. 

*Study of the Third Bile Fraction. M. E. Rehfuss and T. L. Williams, 
Philadelphia.—p. 407. 

Absorption of Galactose from Gastrointestinal Tract in Deficiency Dis- 
eases. A. J. Beams, A. H. Free and P. M. Glenn, Cleveland.—p. 415. 

Comparison of Cephalin-Cholesterol Flocculation Test with Various 
Criteria of Liver Function, with Note on Significance of Hyper- 
excretion of Hippuric Acid. D. H. Rosenberg and S. Soskin, Chicago. 
—p. 421. 

New Galactose Test for Differentiation of Obstructive from Paren- 
chymatous Jaundice. A. M. Bassett, T. L. Althausen and G. C. 
Coltrin, San Francisco.—p. 432. 

*Toxicity Studies on Stilbestrol. A. H. Aaron, F. Meyers, M. H. Lipsitz 
and R. S. Hubbard, Buffalo.—p. 437. 

Association of Diverticulitis and Carcinoma of Colon. L. K. Stalker, 
E. T. Rulison and J. D. White, Rochester, N. Y.—p. 440. 


Third Bile Fraction.—Rehfuss and Williams made chemi- 
cal studies of the bile aspirated by duodenal drainage, and they 
found a definite difference in the physical appearance and the 
chemical characteristics of the third portion of the bile (liver 
fraction). The differences are in color, consistency, solubility 
and quantity of certain elements present. Duodenal drainage 
apparently does something more than clear the ductus; it 
removes a variable amount of bile which possesses chemical and 
possibly toxic properties. Duodenal intubation in selected cases 
may present another weapon in reducing certain abnormal non- 
protein fractions from the blood. 

Toxicity Studies on Diethylstilbestrol.—Aaron and his 
co-workers determined the toxicity of diethylstilbestrol by giving 
30 patients with chronic arthritis 1 to 3 mg. of the drug. At 
the onset of treatment all patients received a daily dose of 3 mg. 
This was reduced to 2 or to 1 mg. in 15 cases when untoward 
symptoms (nausea and postmenopausal bleeding) developed. 
Other symptoms were not prominent; occasionally the fact that 
“ patient had had perspiration, headache, palpitation and urinary 
trequency could be elicited on inquiry but was seldom volun- 
teered. On the contrary, 80 per cent of the patients voluntarily 
stated that their general feeling of well-being was much 
improved. None of the results of tests done before and after 
therapy indicate that a change in hepatic function was produced 
alter five to nine weeks of treatment with diethylstilbestrol. 
There was an apparent but not significant decrease of bile in 
the plasma. There was a slight apparent increase in the total 
cholesterol, the increase being due to a rise in the ester fraction. 
There was no significant change in the blood count, the urinary 


— blood urea and blood dextrose after diethylstilbestrol 
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American J. Obstetrics and Gynecology, St. Louis 
42:745-924 (Nov.) 1941. Partial Index 
Role of Cesarean Section in Treatment of Premature Separation of 
Normally Implanted Placenta. J. R. Miller, Hartford, Conn.—p. 745 


Pelvic Pain: Follow-Up Study. R. D. Mussey and R. B. Wilson, 
Rochester, Minn.—p. 759. 

*Critical Analysis of Blood Loss in 2,000 Obstetric Cases. L. C. Conn, 
J. R. Vant and M. M. Cantor, Edmonton, Alta., Canada.—p. 768 
Predicting Length of Labor: I. First Stage. L. A. Calkins, Kansas 

City, Kan.—p. 802. 
“Variable Significance of Heartburn. N. H. Williams. Beverly Hills, 
Calif.—p. 814. 


Hemorrhagic Diathesis of Newborn: Effect of Vitamin K: Prophylaxis 
and Therapy. L. G. Pray, Washington, D. C.; H. S. McKeown and 
W. E. Pollard, New York.—p. 836. 

Use of Estrogens in Treatment of Dysuria and Incontinence in Post 
menopausal Women. U. J. Salmon, R. I. Walter and S. H. Geist, 
New York.—p. 845. 


Gynecologic Surgery Under Local Anesthesia. E. L. Griffin and R. C 
Benson, New York.—p. 862. 


Twin Pregnancies in Service of Chicago Lying-in Hospital. Edith L. 
Potter and A. B. Crunden, Chicago.—p. 870. 

Clinicopathologic Study from Thirty-Two Cases of Chorionepithelioma. 
H. Acosta-Sison and N. Espaniola, Manila, Philippine Islands.—p. 878 

Comparative Study of Pregnancy in White and Colored Races. W. Z. 
Bradford and W. B. Bradford, Charlotte, N. C.—p. 884 

Plasma in Obstetrics, with Simple Method for Its Production. L. H. 
Tisdall, Brooklyn.—p. 889. 

Hydatidiform Mole Followed by Chorionepithelioma. FE. F. McLaugh 
lin, Philadelphia.—p. 904. 

Stethogram and Recorded Disk of Fetal Heart Sounds in Twin Pree 
nancy. A. L. Smith, Lincoln, Neb.—p. 908. 


Blood Loss in Obstetric Cases.—Conn and his co-workers 
determined the average blood loss of 2,000 mothers having 
vaginal deliveries. Eight hundred of the women were primi- 
gravidas, and 1,200 were multigravidas. The average blood loss 
for the primiparas was 388 cc., and for the multiparas it was 
280 cc. The increase in the average blood loss corresponded to 
the increase in the mother’s weight. A similar increase fol- 
lowed the delivery of a large baby or of twins. Furthermore, 
with an increase in the duration of labor and in the weight of 
the placenta the blood loss was usually increased. Of the 2,000 
women, 66 per cent were delivered spontaneously with an aver- 
age blood loss of 278 cc.; with low forceps delivery the average 
loss was 404 cc., and with midforceps delivery the average loss 
was further increased. Of the 800 primiparas, 170 had a blood 
loss of 600 cc. or more, as did 144 of the 1,200 multiparas. 
Close analysis reveals that the patients with a blood loss in 
excess of 600 cc. bore practically the same relation to the various 
factors which played a part in increasing the blood loss in the 
group as a whole. Of the 314 patients, the 126 with perineal 
wounds lost between 600 and 700 cc. of blood. This suggests 
that incision may not always be justified. In 60 patients, instru- 
mental delivery was judged to be the cause of the increased 
loss of blood, in 56 there seemed to be no obvious reason for 
the excessive blood loss, in 41 the cause appeared to be uterine 
atony and in 32 sedatives played a part. 


Significance of Heartburn.—W illiams made a roentgen and 
fluoroscopic study of pregnant women with and without heart- 
burn. As damage through repeated roentgen exposures was 
possible, observations were somewhat curtailed. Initially a 200 
cc. barium sulfate meal was given and its propulsion followed 
through the esophagus, and its behavior in the stomach was 
watched. Evidence of hiatus hernia, esophageal dilatation, 
regurgitation and reverse peristalsis were observed whenever 
the patient suffered from heartburn. Observations left no 
doubt that in patients without heartburn the stomach suffered 
encroachment by the pregnancy. There were no visible patho- 
logic alterations in 7 women with heartburn, in 3 there was 
moderate dilatation of the lower third of the esophagus, in 1 
the passage of barium was delayed at the cardia because of 
slight regurgitation and in 1 a hiatus hernia, with a dilatation 
above it, was observed. These revelations imply that heartburn 
rarely rests on an anatomic basis but that its origin and develop- 
ment lie within the domain of pathologic physiology. Granting 
that heartburn is essentially a neuromuscular phenomenon it 
seemed to the author that prostigmine may be a rational thera- 
peutic means of relieving the symptom. Accordingly, 16 patients 
with severe heartburn were given an injection of 1 cc. of prostig- 
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mine, | : 2,000, and after a single dose 1 patient was not benefited 
and 14 were made comfortable or were entirely relieved within 
twenty-four hours. In about half of them the distress gradually 
recurred in seven to ten days. A second dose proved as effec- 
tive as the first. Repeated injections kept the patients free of 
the symptom with no untoward results. Dietary and other 
hygienic indiscretion may provoke heartburn. Sometimes alkalis 
afford relief, implying gastric hyperacidity. Chemical analysis, 
however, showed gastric hypoacidity more often, occasionally 
complete anacidity. Consequently hydrochloric acid has been 
effective in some instances. Whatever the benefits of alkali or 


acid therapy, not the composition of the gastric juice but tem-. 


porary impairment of the neuromuscular mechanism, which 
controls the transportation of the gastric contents, is at fault. 


American Journal of Surgery, New York 
54:339-586 (Nov.) 1941 

Immediate Complications of Operations for Acquired Cataract: Certain 
Complications Affecting Anterior and Posterior Segments of Eyeball. 
C. Berens and D. Bogart, New York.—p. 346. 

*Prevention of Discomfort and Disability in Treatment of Varicose Veins. 
I. A. Brunstein, New York.—p. 362. 

Congenital Discoid Meniscus: Cause of Internal Derangement of Knee. 
E. F. Cave and QO. S. Staples, Boston.—p. 371. 

Chronic Sclerosing Osteomyelitis: Garré. D. R. Jensen, New York. 
—p. 377. 

General Considerations of Fistula in Ano: Role of Foreign Bodies as 
Causative Factors. A. M. Buda, Brooklyn.—p. 384. 
Right Lateral Rectus Incision in Acute Appendicitis. 
Chehalis, Wash.—p. 388. 
Extrauterine Fibromyomas. 

p. 391. 

Adenomyoma of Stomach: 
Pyloric Obstruction: Case Report. L. W. 
Kidder, New York.—p. 395. 

Obstetric Analgesia in Private Patients. B. J. 
—p. 403. 

*Methylene Blue as Indicator for Oral Administration of Food to Sur- 
gical Patient. B. I. Golden and J. E. Martin Jr., Elkins, W. Va.— 
p. 407. 

Tendon Injuries: 
Detroit.—p. 412. 

Leukocyte Exhaustion in Intestinal Obstruction. F. I. Harris, San 
Francisco, and J. S. Feldheym, Fort Lewis, Wash.—p. 417. 

Malignant Argentaffine Tumors of Appendix. E. O. Latimer, Chicago. 

p. 424. 

Statistical Review of Carcinoma of Stomach. 
Hinton, New York.—p. 431. 

*Method to Prevent Fresh Costal Cartilage Grafts from Warping. G. B. 
New and J. B. Erich, Rochester, Minn.—p. 435. 

Surgical Technic for Removal of Solitary Destructive Neoplastic Lesions 
of Cramum. J. L. Poppen, Boston.—p. 439. 

Suppression of Lactation by Stilbestrol. O. H. Bloom, Brooklyn.—p. 443. 


Varicose Veins. — Brunstein believes that the disturbing 
sequels (pain, discomfort and disability) often encountered in 
the treatment of varicose veins may be prevented by the empty 
vein technic, which will really keep the patient ambulatory and 
able to pursue his usual activities. Sclerosis by injection into 
empty veins will cause blocking of the varices by fusion of the 
opposing surfaces of the vessel, and direct contact of the scle- 
rosing solution with the intima irritates the endothelium; the 
irritation is followed by an ample production of fibroblasts. 
These are instrumental in firmly binding the opposing surfaces 
of the vessel. Furthermore, the results of injections into empty 
veins are cosmetically more gratifying, and discoloration is 
greatly reduced. The objection to the technic is the possibility 
of the sclerosing solution’s escaping through communicating 
veins into the deep venous circulation, but this cannot be sub- 
stantiated. The technical difficulty of injecting collapsed vari- 
cosities is the only real disadvantage of the method. Adequate 
compression is necessary to maintain large varicosities in a 
collapsed and well supported state after injection. 

Methylene Blue.— Golden and Martin observed that the 
postoperative morbidity was reduced if patients were given food 
as soon as nausea and vomiting stopped. However, as cessation 
of vomiting and nausea need not always mean that the intestinal 
tract is absorbing and the kidneys are functioning they sought 
a physiologic basis for intestinal absorption and renal function. 
A dye seemed to be indicated, and they tried methylene blue. 
The dye, 0.065 Gm. in a capsule, was given by mouth with as 
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much water as possible six to eighteen hours after Operation 
The patient was requested to void, or he was catheterized Prior 
to its administration. During the next three hours, gmj 
amounts of water were given repeatedly, after which the patien: 
was encouraged to void or he was catheterized at the end 9; 
five hours. If the urine obtained was greenish blue, it ya, 
assumed that the intestine was able to absorb and that th. 
kidneys could secrete, and feeding by mouth was started. Faily;. 
to obtain a secretion of the dye in the urine should inyariabjy 
suggest that the patient is sick and a faint color that oral feeding 
should be proceeded with slowly. Since the authors have yse 
methylene blue as a physiologic test of the patient's ability ty 
use food they have observed a definite reduction in wound injec. 
tion, postoperative nausea and vomiting and they practically n) 
longer have need for the Wangensteen appliance. 

Preventing Cartilage Grafts from Warping.—New an) 
Erich point out that finished grafts of fresh costal Cartilage 
will not warp or become distorted if before use the cartilage js 
placed in a test tube containing water or aqueous sodium ethy! 
mercurithiosalicylate (merthiolate) and the tube is then placed 
upright in a beaker containing boiling water. Although the 
solution in the test tube will in time become hot it will not boil 
and cause multiple ruptures in the cartilaginous matrix. The 
solution in the test tube will remain 3 or 4 C. below the boiling 
point of water for the ten minutes that the water in the beaker 
is allowed to boil. Cartilage which has been subjected to sucl 
a heating process will undergo a certain amount of warping 
while it is cooling; therefore it is to be cut to the desired shape 
after it has cooled. Furthermore, if the end of a cartilaginous 
implant is trimmed to a feather edge, the extremely thin margin 
may be remedied by cutting away that portion of the fine edge 
that is bent. When the cartilage is removed from the test tube, 
it is immersed for fifteen minutes in cold sterile physiologic 
solution of sodium chloride. With a few exceptions, the defect 
of the face can be fully prepared for reception of the implant 
by the time the treated cartilage has been made available for 
proper shaping. None of the cartilage implants that the authors 
have made by their method has undergone any distortion post- 
operatively. 


American Review of Tuberculosis, New York 
44:509-636 (Nov.) 1941 
Occupation, Tuberculosis and Compensation Laws. 
York.—p. 509. 
Toll of Tuberculosis 
New York.—p. 520. 
*Tuberculosis Survey: Observations in Schools of Rhode Island. W. P. 
Shields, Providence, R. I.—p. 532. 


L. Brahdy, New 


in Infected Part of Population. J. Hallo, 


Voluntary Discharges from a Tuberculosis Sanatorium. E. K. Johnson, 
Newark, Ohio.—p. 540. 
Weather and Resistance in Pulmonary Tuberculosis: Part II. W. F. 


Petersen, J. S. Howe and M. E. Milliken, Chicago.—p. 548. 
Decompression of Tuberculous Cavities: Skin Flap Operation for 

Residual Cavities Following Thoracoplasty. S. J. Shipman, W. |. 

Rogers and A. C. Daniels, San Francisco.—p. 588. 

*Vitamin C Treatment of Mucous Membrane Tuberculosis. E. Boge, 

L. Hawkins and E. S. Bennett, Olive View, Calif.—p. 596. 
Effect of Arsphenamine on Tuberculosis in Syphilitic Animals. 

McDermott, B. Webster and D. Macrae, New York.—p. 604. 
Permeability of Fibrous Tissue to Tubercle Bacilli. D. Yegian and H 

Halley Jr.—p. 619. 

Tuberculosis in Schools.—Shields employed the Mantous : 
technic to find the positive reactors to the purified protem 
derivative of tuberculin among 4,320 Rhode Island students (1* | 
less than 5 years of age; 264, 5 to 9; 909, 10 to 14; 2. | 
15 to 19, and 161 more than 20). The percentage of positive | 
reactors for the whole group was 47.5, and for the different ) 
ages it was respectively 21.4, 22.3, 45.2, 50 and 68.9. Roentgen , 
grams of the chest were made of all students giving a positive | 
reaction. Students with roentgen evidence of the disease wer ) 
notified to visit their family physician, who simultaneous! | 
received a detailed report of the observations. No consistett 
relation was observed between the percentage of positive reacto! ! 
to tuberculin and the death rate from tuberculosis (40.4 Pe" 
hundred thousand population). This experience casts some doubt 
on the often quoted dictum of Myers “that the tuberculosis : 
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problem in a community is measured by the relative frequency 
of the tuberculin reactors.” Among the 1,850 students who had 
roentgenograms of the chest made, 3 had the adult type of 
tuberculosis and roentgen evidence of a healed childhood lesion 
was found in 799. A healed primary lesion was diagnosed when 
calcified foci were observed in the pulmonary field. 

Vitamin C for Mucous Membrane Tuberculosis.—Bogen 
and his associates determined the effect of vitamin C on the 
lesions of the mucous membranes of 196 patients with tuber- 
culosis. The patients were divided, in rotation, into seven 
groups; the sanatorium diet of three groups was supplemented 
hy vitamin C and of three by other dietary supplements, and 
one group Was not given any special medication but was kept 
as a sort of psychologic control or check on the mental stimu- 
lation and the apparent improvement which so often result after 
any new treatment. Subjectively, as a result of treatment, the 
general condition of the patients receiving vitamin C was better 
than that of the other four groups of patients, although the 
status of the pulmonary condition did not support this impression. 
Despite the absence of significant objective improvement in the 
general condition, bronchoscopic or proctoscopic examination 
and clinical observation revealed improvement in the lesions of 
the mucous membranes in nearly 90 per cent of the patients 
receiving additional vitamin C, as compared to less than half 
of those in the other four groups. A similar beneficial effect 
was observed in patients with laryngeal tuberculosis; three 
jourths of those receiving vitamin C showed improvement, as 
compared to only half of those not receiving such treatment. 


Archives of Otolaryngology, Chicago 
34:865-1082 (Nov.) 1941 

Granulomatous Ulcer of Nose and Face of Unknown Cause, Usually 
Progressive, Gangrenous and Fatal. W. B. Hoover, Boston.—p. 865. 

Fenestra Nov-Ovalis: New Oval Window for Improvement of Hear- 
ing in Cases of Otosclerosis. J. Lempert, New York.—p. 880. 

*Roentgen Therapy for Bronchiectasis. R. C. Carpenter, Marshall- 
town, Iowa; H. D. Kerr, Iowa City, and J. S. McMurray, Washing- 
ton, Pa.—p. 913. 

Otorhinogenic Hydrocephalus. E. Reeves, Passaic, N. J.—p. 920. 

Injuries to Nose in Children: Diagnosis and Treatment. S. Salinger, 
Chicago.—p. 936. 

Cerebellar Abscess. B. H. Shuster, Philadelphia.—p. 952. 

Etiology of Bronchiectasis. H. P. Schenck, Philadelphia.—p. 958. 

Bronchiectasis: Medical Aspects. S. S. Leopold, Philadelphia.—p. 966. 

Roentgenologic Considerations of Bronchiectasis. E. P. Pendergrass, 
Philadelphia.—p. 974. 

Surgical Treatment of Bronchiectasis. J. Johnson, Philadelphia.—p. 991. 

Bronchoscopic Aspects of Bronchiectasis. G. Tucker, Philadelphia.— 
p. 999. 


Tumors of Nose and Throat. G. B. New and J. B. Erick, Rochester, 

Minn.—p. 1039, 

Roentgen Therapy for Bronchiectasis.—Carpenter and 
his associates used roentgen irradiation for the treatment of 38 
patients with chronic bronchiectasis which had been observed 
and treated for months or years but had remained practically 
stationary. The physical factors of the therapy were 200 kilo- 
volts, a distance of 50 cm. and filtration through 0.5 mm. of 
copper; the size of the field was 10 by 10 cm. for children or 
10 by 15 cm. for adults; the average total dose for each anterior, 
lateral and posterior field varied from 1,200 to 1,700 roentgens, 
and the average daily dose varied from 100 to 200 roentgens, 
given through two fields. Treatment was usually completed in 
three weeks. No adverse reactions other than a few gastro- 
intestinal upsets (attributable to “irradiation sickness”) and 
occasional slight secondary anemia were encountered. During 
treatment and for several months after its completion cough 
and expectoration were usually increased, after which there was 
4 gradual cessation of symptoms in the patients who responded 
to the therapy. The patients who experienced no improvement 
noticed that the sputum was less viscid and easier to cough up. 
Of the 38 patients 5 were decidedly improved, 8 were moder- 
ately improved, 5 were slightly improved and 20 were not 
'mproved; 5 patients died. The most definite improvement was 
observed in patients with minimal and moderate involvement, 
that 's, about 50 per cent of the patients with minimal or mod- 
‘rate involvement experienced some improvement. 
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Archives of Physical Therapy, Chicago 
22:577-640 (Oct.) 1941 
se ee: Therapy in Education and Research. W. T. Sanger, Richmond, 
581. 
Salvaging the Lame Back Patient. F. R. Ober, Boston.—p. 583 
Correlation of Physical Therapy and Occupational Therapy in Cerebral 
Palsy. W. M. Phelps, Baltimore.—p. 587 


Physical Therapy in Wartime Britain. W. Beaumont, London, . Eng 
land.—p. 591. 


Application of Climatotherapy in General Medicine. C. I. Singer, Long 

Beach, N. Y.—p. 595 

Some Roentgen Ray Findings Which May Be Responsible for Low 

Back Pain. B. H. Nichols, Cleveland.—p. 600 
*Periarthritis of Shoulder: Comparison of Results Obtained by Physical 

Therapy and by Roentgen Therapy. W. M. Solomon and J. L. 

Morton, Cleveland.—p. 607. 

Electrical Accidents: Shock, Burns and Glare Injuries to Eyes. H. E. 

Fisher, Chicago.—p. 611. 

Periarthritis of Shoulder.—Solomon and Morton compare 
the results in 25 consecutive patients with periarthritis of the 
shoulder treated with diathermy with the results obtained in 
25 similar patients given roentgen therapy. With diathermy 
60 per cent of the patients were relieved of all symptoms or 
had but a minimal amount of tenderness or pain in the region 
of the shoulder. The average number of diathermy treatments 
was nine, representing approximately three weeks of therapy. 
Of the patients receiving roentgen irradiation 60 per cent also 
were cured or definitely improved. All except 3 patients received 
the full course of therapy, six treatments in two weeks. The 
data on these patients, as the data on the patients receiving 
diathermy, show that the duration of the disorder, its mode of 
onset or the presence or absence of calcium did not materially 
influence the results. 


Connecticut State Medical Journal, Hartford 
§:797-870 (Nov.) 1941 

Chemotherapy in Pelvic Inflammatory Disease. W. E. Studdiford, New 
York.—p. 799. 

Function of Bile, with Special Reference to Therapeutic Use of Bile 
Salts. C. H. Greene, New York.—p. 804. 

Belladonna Root Treatment of Chronic Encephalitis. L. H. Gold, Hart 
ford.—p. 811. 

*Progress Report on Experiment in Control of Cancer of Uterus. 
Catharine Macfarlane, Philadelphia.—p. 814. 

Physical Status of American Young Men. G. St. J]. Perrott, Washing- 
ton, D. C.—p. 817. 

Carcinoma of Duodenum. N. L. Cressy, Meriden.—p. 818. 

Background of Public Health in Connecticut. I. V. Hiscock, New 
Haven.—p. 821. 


Control of Cancer of Uterus.—With the conclusion in 
mind that the best way to discover cancer of the uterus at its 
beginning is by periodic examination Macfarlane sought and 
obtained the aid of 1,000 white women aged 30 or more. To 
date these volunteers have been examined at least three times, 
some as many as six times. Among the first thousand examina- 
tions, one disclosed a patient with an early cancer of the body 
of the uterus, and three revealed patients with an early cancer of 
the cervix. Today, after surgical intervention and radium and 
roentgen therapy, the 4 women are well. No other cancers of 
the uterus have been found. In addition to the 4 with an early 
cancer there were 516 women who had benign lesions; 257 
had precancerous lesions of the cervix (leukoplakic areas and 
cervicitis with erosion). One hundred and nineteen of the 
women with the potentially serious lesions have been treated 
adequately, and the menace of cancer has been removed for them. 


Florida Medical Association Journal, Jacksonville 
28:197-252 (Nov.) 1941 


Application of Synthetic Sex Hormones, Male and Female, in Their 
Newer Forms: Preliminary Report of Therapy with Stilbestrol and 
Methyl Testosterone. C. P. Lamar, Miami.—p. 211. 

Preventriculosis: Report of Case. C. J. Heinberg, Pensacola.—p. 222. 

Experiences of a Railway Surgeon and Country Doctor. Z. Brantley, 
Grandin.—p. 226. 

*Use of Pitressin in Preoperative and Postoperative Treatment. L. A, 
Wylie, St. Petersburg.—p. 229. 


Preoperative and Postoperative Use of Pitressin.— 
Wylie used pitressin for the preoperative and postoperative 
treatment of 350 patients with abdominal disorders requiring 
surgical intervention. The administration of 0.5 or 1 cc. of 
pitressin half an hour before operation makes the approach to 
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and exposure of the abdominal field much easier, as less hem- 
orrhage occurs. It has been observed that the intravenous 
injection of 50 cc. of concentrated dextrose solution before 
the patient leaves the operating room augments the effects of 
pitressin and aids in maintaining fluid balance. The postopera- 
tive administration of 10 depressor units of pitressin is started 
within four hours and continued every six hours until four doses 
have been administered. This procedure assures the average 
patient freedom from discomfort due to gas. Much less mor- 
phine or pantopon (the hydrochlorides of the alkaloids of opium, 
principally morphine) is needed to relieve pain and restlessness. 
The main problem in assuring a comfortable convalescence is 
the control of dehydration, ileus, shock and vomiting. When 
pitressin is used postoperatively the degree of dehydration seems 
to be lessened and ileus is decreased. Postoperative shock is 
best treated by the accepted preventive methods. By the total 
postoperative abstinence from fluids other than small quantities 
of warm tea, bouillon or an antacid in warm water, vomiting 
and excessive thirst are lessened and with the administration of 
pitressin and dextrose solution these annoying symptoms are 
almost entirely absent. 


Illinois Medical Journal, Chicago 
80: 353-436 (Nov.) 1941 


Medical Department of Our Army. C. G. Hutter, Chicago—p. 360. 

Common Sense in Practice of Medicine. W. O. Thompson, Chicago. 
—p. 366. 

Surgery of the Aged. E. L. Strohl, Chicago.—p. 369. 

Ophthalmology Under Field Conditions. R. I. Pritikin, Chicago.—p. 373. 

Diabetes from Surgical Standpoint. G. S. Van Alstyne, Chicago.—p. 376. 

Causes and Treatment of Spontaneous Abortion. R. A. Reis, Chicago. 
—p. 380. 

Nonindustrial Eye Injuries. 
Chicago.—p. 383. 

Malaria Treatment of Neurosyphilis and Malaria Among Drug Addicts 
as Public Health Problems. G. H. Gowen, Ann Arbor, Mich. 
—p. 388. 

Observations on Pneumonia of Infants at Cook County Hospital, 
Season of 1941. J. Greengard, W. B. Raycraft and L. S. Frank, 
Chicago.—p. 391. 

*Acute Suppurative Epididymitis Caused by Pneumococcus. N. J. 
Heckel and F. W. Preston, Chicago.—p. 397. 

Diagnosis of Pulmonary Heart Disease (Cor Pulmonale). W. R. 
Tobin, Chicago.—p. 400. 

Diagnosis and Treatment of Diaphragmatic Hernia in Children. J. M. 
Dorsey, Chicago.—p. 402. 

*Postmenopausal Bleeding. C. J. Geiger, Chicago.—p. 406. 

Tuberculosis: Its Two Phases of Development. C. A. Stewart, 
Minneapolis.—p. 410. 

Problem of Chronic Alcoholism in State Hospitals. R. G. Novick, 
Manteno.—p. 414. 

Electrocardiographic Changes Observed During Artificially Produced 
Convulsions. A. A. Lieberman and E. Liebert, Elgin.—p. 420. 
Epididymitis Caused by Pneumococcus.— Heckel and 

Preston report a case of epididymitis caused by the type X 
pneumococcus in which the organism which gave rise to the 
acute inflammatory process was apparently introduced into the 
urinary tract by way of the urethra during the passage of a 
sound. The duration of the chronic process was about twenty 
years. Acute inflammation immediately followed the passage of 
the sound. There was no history of a primary infection of the 
lungs or the respiratory tract. The treatment of the condition, 
in contrast to treatment for conditions due to a nonspecific 
organism or the gonococcus, is incision and drainage. For the 
authors’ patient, because an extensive lesion contained many 
abscess, complete removal of the inflammatory mass, which 
contained the testicle, was the only procedure possible. In 5 of 
the 7 cases of epididymitis or epididymo-orchitis caused by the 
pneumococcus collected from the literature there was antecedent 
pneumonia or another acute primary infection external to the 
urinary tract. 


Postmenopausal Bleeding. — Geiger states that, of 395 
patients with postmenopausal bleeding admitted to the gyneco- 
logic tumor clinic of the Cook County Hospital between January 
1933 and July 1940, 265 (67 per cent) had carcinoma of the 
cervix, 34 had carcinoma of the body of the uterus, 10 had 
malignant ovarian lesions, 12 had other malignant lesions and 
74 had benign lesions. The total incidence of malignant lesions 
was 81.3 per cent. More than one third of the benign lesions 
were cervical polyps. In order to establish a diagnosis 345 
women were subjected to biopsy, 50 to a dilation and curettage 
and 13 to laparotomy. 


H. J. Smith and H. V. Wadsworth, 
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Journal Industrial Hygiene & Toxicology, Baltimore 
23:415-458 (Nov.) 1941 


Experimental Chronic Carbon Disulfide Poisoning in Dogs: Clinica) 
Biochemical and Pathologic Study. F. H. Lewey, B. J. Alpers. ¢ 
Bellet, D. L. Drabkin, W. E. Ehrich, J. H. Frank, A. J. Creskow 
L. Jonas, R. McDonald, E. Montgomery and J. G. Reinhold 
Philadelphia.—p. 415. ; 

Study of Hazards Involved in Spray Painting with Gasoline a, 
Diluent. J. H. Sterner, Rochester, N. Y.—p. 437. 

Investigations on Possible Carcinogenic Effect of Anthracene and 
Chrysene and Some of Their Compounds: II. Effect of Subgey. 
taneous Injection in Rats. J. A. Pollia, Los Angeles.—p. 449. 


Journal-Lancet, Minneapolis 
61:435-470 (Nov.) 1941 


Selenium Poisoning in the Human. R. E. Lemley and M. P. Merry 
man, Rapid City, S. D.—p. 435. ; 

Some Pathologic Cysts, with Special Reference to Nasopharynx. J. A. 
Nelson, Sioux Falls, S. D.—p. 439. 

Medical Profession’s Responsibility in Control of Cancer. J. ¢. 
Ohlmacher, Vermillion, S. D.—p. 441. 

Pathologic Significance of Discharge from Nonlactating Breast. T. 0, 
Young, Duluth, Minn., and E. I. Parson, Askov, Minn.—p. 446, 

Corn Dermatitis. R. B. Tudor, Hibbing, Minn.—p. 450. 

Treatment of Vitamin A Deficiency with Intramuscular Injections of 
Burbot Liver Oil. E. A. Strakosch, Minneapolis.—p. 453. 

Appendicitis—Hazard of Youth. Dorothea H. Scoville, New London, 
Conn.—p. 457. 


Journal of Nat. Cancer Inst., Washington, D. C. 
2:1-98 (Aug.) 1941. Partial Index 


Influence of Hybridization on Natural Resistance of Mice to Progressive 
Growth of Sarcoma 37. H. B. Andervont, Washington, D. C.—p. 1. 
Relative Activity of Xanthine Dehydrogenase, Catalase and Amylase in 
Normal and Cancerous Hepatic Tissues of Rat. J. P. Greenstein, 

W. V. Jenrette and J. White, Washington, D. C.—p. 17. 

Morphologic Changes Associated with Pantothenic Acid Deficiency in 
Mouse. S. W. Lippincott, Montreal, Canada, and H. P. Morris, 
Washington, D. C.—p. 39. 

Toxic and Carcinogenic Effects of Stilbestrol in Strain C3H Male Mice. 
M. B. Shimkin and H. G. Grady, Bethesda, Md.—p. 55. 7 
Lack of Carcinogenic Potency of Desoxycorticosterone in Mice. M. B. 

Shimkin and H. G. Grady, Bethesda, Md.—p. 61. 

Induction of Testicular Tumors and Other Effects of Stilbestrol-Choles- 
terol Pellets in Strain C Mice. M. B. Shimkin, H. G. Grady, 
Bethesda, Md., and H. B. Andervont, Washington, D. C.—p. 65. 

Problem of Gastric Cancer. W. A. Cooper, New York.—p. 85. 

Effect of Dietary Cystine on Reaction of Dilute Brown Mice to Methyl: 
cholanthrene (Preliminary Report). J. White, Washington, D. C., 
and G. B. Mider, Bethesda, Md.—p. 95. 


Journal of Urology, Baltimore 
46:807-1050 (Nov.) 1941. Partial Index 


Arterial Hypertension. I. H. Page, Indianapolis.—p. 807. 

“Disease of Right Kidney as Cause of Obstructive Jaundice: Anatomic 
Explanation. B. Derrah, Flushing, N. Y., and D. R. Kaufman, 
Jackson Heights, N. Y.—p. 853. 

*Aniline (Triphenylmethane) Dyes in Treatment of Hunner Ulcer: 
Preliminary Report. E. Davis, Omaha.—p. 899, 

*Treatment of Hunner’s Ulcer with Deep X-Ray Therapy. H. A. R. 
Kreutzmann, San Francisco.—p. 907. 

Bladder Injury Subsequent to Irradiation of Uterus. A. L. Dean and 
D. P. Slaughter, New York.—p. 917. 

Pharmacology of Micturition: Effect of Drugs on Bladder and Urethra 
with Autonomic Supply Intact. I. C. Winter, Oklahoma City. 
—p. 952. 

Differential Diagnosis of Carcinoma of Prostate with Skeletal Metastases 
and Osteitis Deformans (Paget’s Disease of Bone). J. K. deVries, 
New York.—p. 981. 

Studies on Prostatic Cancer: III. Effects of Fever, of Desoxycor 
ticosterone and of Estrogen on Clinical Patients with Metastatic 
Carcinoma of Prostate. C. Huggins, W. W. Scott and C. V. 
Hodges, Chicago.—p. 997. aie 

Experiences in Treatment of Carcinoma of Prostate with Irradiation 
of Testicles. A. D. Munger, Lincoln, Neb.—p. 1007. : 

Mechanism of Urinary Tract Obstruction in Sulfathiazole Therapy: 
Identification of Crystals in Tissue by Polarized Light. E. L. Prien, 
E. G. Crabtree and C. Frondel, Boston.—p. 1020. ? : 

Sulfathiazole and Its Sodium Salt: Effectiveness and Limitations ™ 
Clinical Practice. G. Carroll, L. Kappel and H. Allen, St. Low's. 
—p. 1033. 

Sulfathiazole in Treatment of 200 Cases of Male Gonorrhea. R. 
Deakin and J. F. Patton, St. Louis.—p. 1043. 


Disease of Right Kidney and Jaundice. — Derrah and 
Kaufman report 2 cases of obstructive jaundice in which 
recovery followed the surgical removal of calculi from the right 
kidney. At first there was an immediate postoperative (imimu- 
tion of the jaundice, and later the jaundice disappeared com 
pletely. An attempt is made to explain the pathogenesis 
obstructive jaundice and disease of the right kidney on the close 
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;- relationship of the duodenum, the bile ducts and the 


Te ides y. In view of this close relationship it is rather 
unusual that jaundice develops in so few patients with disease 
of the right kidney. This may be explained by the fact that the 
sosition of the kidneys is variable and that the kidneys present 
come degree of mobility during respiratory movements and 
juring changes in the posture of the body. These factors reduce 
the possibility of continuous pressure on the duodenum from a 


distended renal pelvis. In the authors’ 2 patients the long his- 
sory of calculous disease suggests that sufficient perinephritis 
was present to fix the kidney in one position. 


Aniline Dyes for Hunner Ulcer.—Davis used aniline dyes 
as instillations or irrigations for the treatment of 16 patients 
with Hunner ulcer. Treatment was immediately followed by a 
oainful reaction or a period of increased distress of the bladder. 
The reaction was followed by definite and unmistakable improve- 
ment for two to fifteen months in 15 of the 16 patients. How- 
ever, the improvement was in turn followed by a relapse. Only 
3 patients have remained well for ten, five and five months, 
respectively. The condition of the sixteenth patient became dis- 
tinctly worse, as evidenced by a prolonged period of increased 
distress and then a return to the status quo without an inter- 
vening period of improvement. The author makes no claims 
as to the value or the efficacy of dyes of the triphenylmethane 
group in the treatment of submucous ulcer. However, he points 
out, instillation of or irrigation with the dye is a less formid- 
able procedure than fulguration, and probably when the identity 
and the concentration of the dye best suited are known better 
the method might serve a useful purpose. 


Treatment of Hunner Ulcer.—According to Kreutzmann, 
high voltage roentgen therapy of the Hunner ulcers of 5 women 
and 1 man produced complete relief in 3 of the women for 
seven, eleven and twelve months, respectively. The dose varied 
from 1,200 to 4,200 roentgens. In no case was the relief per- 
manent. The disadvantages of this method of treatment are 
the limitation of dosage and the production of the menopause 
in women. 


Military Surgeon, Washington, D. C. 
89:737-848 (Nov.) 1941 


Problems of Allergy in War Time. W. T. Vaughan.—p. 737. 

Survey of Tetanus in Soil of Key West, Fla. A. G. Foraker, with 
technical assistance of J. F. Jaycocks.—p. 747. 

Fractures of Malar and Zygoma. F. R. Corbin.—p. 750. 

Diagnosis and Treatment of Regional Enteritis. R. B. Phillips—p. 755 

Osteomyelitis Arising from Periodontium. R. H. Ivy and T. J. Cook 
—p. 761. 

Osteomyelitis of Mandible and Maxillas. J. J. Stetzer Jr.—p. 769. 

“Choosing Method for Mass X-Raying of Service Men. N. Mercer. 
—p. 772. 

Problems of Military Surgery. G. C. Shivers.—p. 776. 

Painful Feet. C. J. Frankel and R. V. Funsten.—p. 786. 

Report on 4,188 National Guard Induction Examinations. J. Haas. 
790. 

Radiographic Evaluation of Healing Fractures. J. L. Dixon.—p. 796. 

Army Experience with “Ids.” J. W. H. Rouse and W. A. Hadly. 
—p. 798. 

Value of Pseudisochromatic Color Vision Test in Original Applicants 
for Military Flying. M. S. White.—p. 801. 

Influenza Epidemic of 1918-1919 in San Francisco. A. K. Hrenoff. 
—p. 805. 

Lives of the Surgeons General of United States Navy. L. H. Roddis. 
—p. 811. 


Mass Roentgenography of Service Men.—On the basis 
of the roentgenograms of all selectees and national guards- 
men in two army corps areas Mercer estimates that there are 
between 5,000 and 15,000 persons with pulmonary tuberculosis 
among the million men who are now in the service but who 
have not had roentgenograms of the chest made. To prevent 
the spread of tuberculosis in the Army, Navy and Marine 
Corps the 5,000 to 15,000 persons should be found and weeded 
out before further infection occurs. In discussing the best 
method lor mass roentgenography the author considers only the 
‘ree rapid low cost methods: the photofluorographic methods 
using the 35 mm. or the 4 by 5 inch (10 by 12 cm.) film and 
the roentgen method using the 14 by 17 inch (35 by 43 cm.) 
paper film. Per exposure the 35 mm. film is said to cost about 
l cent, the 4 by 5 inch film about 5 cents and the 14 by 17 
inch paper film 25 cents. If it costs $10,000 to exclude a man 
with tuberculosis from the service the most expensive method 
“Ppears to be the most economical; for example, there is a 
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difference of $2,400 in the cost of the roentgenograms of 10,000 
men made by the most expensive and by the least expensive 
method. If the use of the more expensive film resulted in the 
finding and rejecting from the service of only 1 service man 
more per 10,000 men than the use of the least expensive film 
would permit it would save the government $7,600. From 
published studies it appears that out of 100 cases of minimal 
tuberculosis revealed through the use of the 14 by 17 inch 
roentgenogram at least 144 cases would be missed through use 
of the 4 by 5 inch miniature photo and at least 5 through use of 
the 35 mm. microphoto. 


Nebraska State Medical Journal, Lincoln 
26 : 379-414 (Nov.) 1941 

Modern Methods in Treatment of Acute Meningitis. R. P. Mackay, 
Chicago.—p. 379. 

Mode of Sulfonamide Administration: Preliminary Report. J. A. Henske 
and J. L. Gedgoud, Omaha.—p. 387. 

Abnormal Position of Liver, Eventration of Diaphragm, Nonrotation 
of Stomach and Intestinal Obstruction: Report of Case. V. M. Winkle, 
Norfolk.—p. 389. 

Treatment of Acute Otitis Media. L. H. Heine, Fremont.—p. 395. 

Chronic Purulent Otitis Media. J. J. Hompes, Lincoln.—p. 398. 

Newer Anesthetic Agents. S. D. Miller, Lincoln.—p. 402. 


New England Journal of Medicine, Boston 
225:675-708 (Oct. 30) 1941 


Liver Dosage in Pernicious Anemia: Failure of Quantitative Storage 
of Hemopoietic Principle. W. B. Seymour, R. W. Heinle and F. R. 
Miller, Cleveland.—p. 675. 

Controlled Administration of Fluid in Surgery. J. Scudder and E. Self, 
New York.—p. 679. 

Primary Carcinoma of Urethra in Male: Report of Case. M. O. 
Zucker and G. J. Weinstein, New York.—p. 682. 

Meningococcemia Without Meningitis: Report of Case. L. D. Watson, 
Milton, Mass.—p. 685. 

Nutrition. H. Jeghers, Boston.—p. 687. 


225:709-762 (Nov. 6) 1941 

Complications of Thyroid Substitution Therapy. W. T. Salter, Boston. 
—p. 709. 

Problems in Recognition and Treatment of Testicular Insufficiency. 
A. T. Kenyon, Chicago.—p. 714. 

Use of Female Sex Hormones in Disorders of Women. G. van S. Smith, 
Brookline, Mass.—p. 719. 

Current Status of Female Sex Hormones. R. G. Hoskins, Boston.— 
p. 722. 

Metabolic Factors in Cause and Control of Dental Caries. A. M. Butler, 
Boston.—p. 746. 


New Jersey Medical Society Journal, Trenton 
38:557-620 (Nov.) 1941 


Operation of Blood Bank: Two Years’ Experience. L. M. Goldman, 
P. Levine, H. Sprinz and W. Antopol, Newark.—p. 561. 

Some Fundamental Aspects of Radiation Biophysics and Biochemistry. 
C. Oderr, Westfield.—p. 564. 

The Tuberculous Individual. H. S. Read, Ventnor.—p. 569. 

Surgical Treatment of Peptic Ulcer. T. A. Shallow, Philadelphia. 


—p. 576. 
Rhinoscleroma in New Jersey: Case Report. H. Z. Goldstein, Newark 
—p. 581. 


Northwest Medicine, Seattle 
40 : 397-434 (Nov.) 1941 


Present Day Insulins. L. J. Palmer and G. D. Capaccio, Seattle. 
—p. 400. 

Diabetes: Disturbance in Endocrine Regulation of Blood Sugar: 
Endocrine Balance in Carbohydrate Metabolism. S. Soskin, Chicago. 
—p. 403. 

Common Cold in Children. D. M. Dayton, Tacoma, Wash.—p. 409. 

Diagnosis and Treatment of Gout. R. L. Cecil, New York.—p. 411. 

Abdominal Pregnancy: Report of Two Cases. J. H. Brown, Cle 
Elum, Wash.—p. 414. 

Microslide Diagnosis of Atypical Gonorrhea. W. R. Jones, Seattle. 
—p. 416. 

Chronic Brucellosis. C. C. Goss, Seattle—p. 419. 


Oklahoma State Medical Assn. Jour., Oklahoma City 
34:465-510 (Nov.) 1941 


Dissecting Aneurysm of Left Common Iliae Artery: Report of Case. 
K. A. Brewer, Camp Shelby, Miss.—p. 465. 

Electrotherapy in Ophthalmology. M. Wiener, St. Louis.—p. 467. 

Shock Therapy in Affective Disorders. M. P. Prosser, Norman.—p. 471. 

Significance of Detailed and Accurate Ophthalmologic Information 
and Its Interpretation as Factor in Neurologic Diagnosis. M. 
Wiener, St. Louis.—p. 474. 

Pitfalls of the Cesarean Baby. E. E. Beechwood, Bartlesville.—p. 479. 

Infection Among Selectees. W. H. Bailey, Fort Sill.—p. 481. 
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Pennsylvania Medical Journal, Harrisburg 
45:97-192 (Nov.) 1941 

Common Errors in Selection of Patients for Surgery. C. G. Heyd, 
New York.—p. 111. 

Emotions and Bodily Reactions. I. A. Darling, Torrance.—p. 115. 

Medical Selection of Soldiers: Stating the Problem. C. H. Henninger, 
Pittsburgh.—p. 119. 

Viewpoint of Local Medical Selective Service Examiner. G. 5S. 
Backenstoe, Emmaus.—p. 121. 

Diagnosis and Treatment of Abscess in and About Liver. C. L. 
Wilmoth, Pittsburgh.—p. 123. 

Contact Dermatitis. M. W. Rubenstein, Pittsburgh.—p. 127. 

Transplantation and Regeneration of Tissue. H. May, Philadelphia. 
—p. 130. 

Intern Laboratory Education in General Hospital. H. H. Van Horn, 
Harrisburg.—p. 136. 

Tuberculous Pericarditis: Case Report. L. Lasday and K. Yardumian, 
Pittsburgh.—p. 139. 

Trichobezoar: Case Report. T. J. Summey and F. F. Borzell, Phila- 
delphia.—p. 142. 

*Neurosurgical Treatment of Certain Types of Low Back Pain. S. N. 
Rowe, Pittsburgh.—p. 144. 


Neurosurgical Treatment of Low Back Pain.—From 
his experience with 20 cases of low back pain Rowe suggests 
that the diagnosis of an intraspinal lesion producing low back 
pain rests on three points: (1) a history of intermittent pain 
in the back, with sharp paroxysms in the distribution of the 
sciatic nerve, associated with numbness or weakness of the 
affected leg and persisting in spite of conservative treatment; 
(2) definite changes on careful neurologic examination, and (3) 
roentgenographic changes following the subarachnoid injection 
of a contrast medium. Adequate neurosurgical treatment of 
patients with such pain may be expected to result in the relief 
of pain (complete in 75 per cent and definite in the remainder) 
and the return to work of about 75 per cent of the patients 
with a lesion of the intervertebral disk and most of the patients 
with pain due to spinal arthritis. 


Southern Medical Journal, Birmingham, Ala. 
34: 1093-1216 (Nov.) 1941. Partial Index 


*Local Use of Sulfathiazole in Dermatoses. H. M. Robinson and H. M. 
Robinson Jr., Baltimore.—p. 1093. 

Reactions from Use of Sulfathiazole: Their Frequency and Treatment 
in Urologic Cases. C. E. Burkland, Sacramento, Calif., and R. W. 
Satterthwaite, Baltimore.—p. 1095. 

*Value of Cultural Method for Diagnosis of Gonococcic Infections. T. E. 
Weiss and S. H. Colvin Jr., New Orleans.—p. 1102. 

Shock from Posterior Pituitary Extract. W. Bickers, Richmond, Va.— 
p. 1112. 

Effect of B Complex Syrup on Cardiovascular System of Pregnant 
Negro Women. M. E. Groover, Quitman, Ga.—p. 1113. 

Etiology of Gangrene Associated with Deep Neck Infections. C. D. 
Blassingame, Memphis, Tenn.—p. 1121. 

"Clinical and Statistical Evaluation of Histaminase. E. C. Fox, Dallas, 
Texas.—p. 1124. 

Renal Complications in Acute Gingivostomatitis in Children. C. H. 
Webb, Shreveport, La.—p. 1136. 

Correction of Disorders of Speech. T. E. Johnson, University, Ala.— 
p. 1143. 

Treatment of Idiopathic Sciatica by Epidural Injection of Almond Oil 
and Procaine Hydrochloride. C. B. Odom and M. C. Kolezun, New 
Orleans.—p. 1149. 

Pilonidal Sinus: Review of Its Literature and Report of Eighty-Seven 
Cases. M. J. Tendler, Memphis, Tenn.—p. 1156. 


Tularemia Due to Tick Bite. S. L. Levin, Fayetteville, Ark.—p. 1169. 


Sulfathiazole in Dermatoses.—The Robinsons used a 5 per 
cent sulfathiazole ointment for the treatment of the dermatosis 
of 94 patients. Fifty-eight had pyoderma, 26 had other con- 
ditions complicated by secondary coccogenic infection and 10 
had various infections not related to coccogenic infection. Eight 
did not return after the first visit. The healing of the lesion 
of 48 patients with impetigo contagiosa or ecthyma indicated 
that the method is effective. The lesion of only 1 patient failed 
to heal. The shortest time in which impetigo contagiosa healed 
completely was three days and the longest period was thirty- 
two days; the condition of the patient with the latter healing 
period was complicated by tuberculosis ulcerosa, severe secon- 
dary anemia and adverse environment. The dermatosis of the 
rest of the patients involuted in five to eight days, with the 
exception of that of 2 with carbuncles which had been incised, 
but even in them healing was complete in fourteen days. The 
primary condition of the 26 patients with secondary pyodermic 
infection was not benefited by the treatment with sulfathiazole 
ointment, but the complicating secondary infection was con- 
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trolled. The authors believe that the results were equal ,, 
slightly superior to those obtained with gentian violet and {, 
superior to those obtained with ammoniated mercury ointmen 
The sulfathiazole ointment was valueless in inguinal granulom, 
epidermophytosis, uncomplicated contact dermatitis, indurat: 
erythema and herpetiform dermatitis. Good results were 
obtained in 2 patients with chancroid and 1 with tinea kerjgg 
No trace of sulfathiazole was revealed in the blood stream afte, 
continuous treatment for one week. 


Diagnosis of Gonococcic Infections.—Weiss and Cojy;y 
make a plea for the wider use of the cultural method for jsojzy. 
ing the gonococcus. They base their belief that the method i 
more accurate than the generally used direct smear on th 
following data: Of 13,783 cases collected from the literatur 
in which direct smears and cultures were made, the diagnosis 
of gonorrhea was justified in 4,482. In 1,194, or 26.64 per cent 
only a positive culture was obtained. Only a positive smea; 
was obtained in some 471, or 10.52 per cent. An epitome oj 
these figures shows that of the 4,482 cases of gonorrhea i 
3,288, or 73.24 per cent of the total, the diagnosis could hay 
been made by the smear alone; in 26.64 per cent only a positive 
culture was secured from the material examined. Therefore 
some 89.48 per cent, or 4,011 cases, could have been diagnosed 
by the culture method alone. Furthermore, of 621 specimen: 
examined for the gonococcus at the Touro Infirmary 119, o; 
19.66 per cent, were positive; 38 specimens produced a positive 
culture as well as a positive smear, whereas 33 gave only a 
positive smear. In some 48 specimens demonstration of the 
gonococcus was possible by the culture method alone, that is 
a positive culture was obtained whereas the smear showed m 
intracellular gram-negative diplococci. Therefore, examination 
by the direct smear alone would have rendered only 71 positive 
diagnoses, missing 40 per cent of the cases. 


Evaluation of Histaminase.—Fox declares that the data 
obtained from seventy fellows of the American Academy oi 
Dermatology on 962 patients with dermatosis treated with his- 
taminase show that 15.39 per cent of the patients obtained 
temporary improvement, 10.49 per cent permanent improvement 
and 74.12 per cent no improvement. There are some indications 
that the drug may be useful for the management of serum 
sickness, angioneurotic edema, sensitivity to foods and drugs 
and physical allergy. 


Surgery, St. Louis 
10:699-860 (Nov.) 1941 


Location of Lateral Spinothalamic Tract in Brain Stem of Man 
A. T. Rasmussen and W. T. Peyton, Minneapolis.—p. 699. 

Repair of Cranial Defect with Vitallium Plate. W. T. Peyton and 
H. B. Hall, Minneapolis.—p. 711. 

Glycogen Content of Human Liver. D. S. MacIntyre, El Paso, Texas 
S. Pedersen and W. G. Maddock, Ann Arbor, Mich.—p. 716. 

*Colon Bacillus Septicemia Associated with Acute Cholecystitis. 
Lipshutz and L. Kaplan, Philadelphia.—p. 730. 

Peritoneoscopy. R. T. Shackleford, Baltimore.—p. 742. 

Transthoracic, Transpleural Ligation of First Portion of Left Su 
clavian Artery: Report of First Case. A. S. W. Touroff, New York 
—p. 747. 

Recurrences and Failures Following Modern Treatment of Varics 
Veins. P. J. Sarma, Chicago.—p. 752. 

Blood Ether Levels in Surgical Anesthesia. R. Potter, Huberta L" 
ingstone, E. Andrews and Geraldine Light, Chicago.—p. 757. 

“Complication from Use of Glove Powder. F. X. Byron and ©. > 
Welch, Albany, N. Y.—p. 766. 

Technic for Measurement of Local Fluid Loss in Experiments 
Traumatic Shock. M. L. Cullen and N. E. Freeman, Philadelphia 
—p. 770. 

Cajedrol: New Analgesic and Antiseptic for Genitourinary 
C. F. Elvers and C. E. Burkland, Baltimore.—p. 776. , 

Malignant Degeneration in Case of Multiple Benign Exostoses: Briel 
Review of Literature. G. E. Bennett and G. A. Berkheimer, Balt 
more.—p. 781. i 

Parathyroid Glands: Malignant Tumor with Osteitis Fibrosa Cyst 
R. J. Gentile, Seattle; H. L. Skinner, Baltimore, and L. L. Ashburn, 
Washington, D. C.—p. 793. : : 

Fascial Reconstruction of Tibial Collateral Ligament. H. Milch, Ne" 
York.—p. 811. 
Colon Bacillus Septicemia with Cholecystitis.— Lips!” 


and Kaplan state that colon bacillus septicemia associated with 
acute disease of the biliary tract may occur in three form 
as an acute and persistent septicemia from the outset, as 4 t™ 
porary bacillemia immediately after trauma to an area infected 
with colon bacilli and as a terminal bacillemia. They report 
3 cases of the first type. The condition in these cases ¥®° 
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-haracterized by the abrupt onset of severe or of mild abdominal 
vain accompanied by chills, fever and intense toxemia. After a 
‘ew days, signs which suggest the primary focus in the gall- 
hladder may be so masked as to make diagnosis difficult. 
Immediate cholecystectomy appears to be the only treatment. 
Cholecystectomy saved the authors’ first patient, who was 
unquestionably moribund, and after cholecystectomy the infec- 
sion of the second patient subsided rapidly. The death of their 
third patient was attributed to perforation of the gallbladder 
and subphrenic abscess rather than to septicemia. They believe 
that an earlier diagnosis and an immediate operation might 
have saved this patient. 

Complication from Use of Glove Powder.—Byron and 
Welch discuss the miliary granulomatous lesions resembling 
tubercles observed in old abdominal incisions of 4 patients. The 
finding of talcum powder in the pseudotubercles of the perito- 
neum in 2 patients with regional ileitis suggested to them that 
the implanting of talcum in such patients may be enhanced 
because multiple operations are often necessary before resection 
is done. Talcum may be responsible for at least part of the 
pathologic picture. Although glove powder may be responsible 
for these surgical complications the advantages of the powdered 
glove over the wet glove technic are too great, in the authors’ 
opinion, to recommend a change to the latter, and therefore 
they suggest that a minimum of powder be used in preparing 
and in putting on surgical gloves and that the gloves be washed 
carefully after they are put on in order to eliminate as much 
powder as possible. 


Surgery, Gynecology and Obstetrics, Chicago 
73:601-758 (Nov.) 1941 

*subcostosternal Diaphragmatic Hernias: Foramen of Morgagni. S. W. 
Harrington, Rochester, Minn.—p. 601. 

Cerebral Arteriovenous Aneurysms. B. S. Ray, New York.—p. 615. 

Surgical Treatment of Acute Cholecystitis in Patients Fifty Years of 
Age and Over. F. Glenn, New York.—p. 649. 

Congenital Clefts of Face and Jaws: Report of Operations Used 
and Discussion of Results. H. P. Ritchie, St. Paul.—p. 654. 

Treatment of Comminuted Fractures of Os Calcis. W. R. Mac- 
Ausland, Boston.—p. 671. 

Principles Which Govern Extent of Gastric Resection for Duodenal 
Ulcer. V. C. Hunt, Los Angeles.—p. 676. 

*Uterine Contractions of Late Pregnancy and Their Relation to Duration 
of Labor: Study of 129 Patients with Lérand Tocograph. D. P. 
Murphy, Philadelphia.—p. 681. 

Intravenous Use of Synthetic Vitamin K. A. M. Seligman, A. Hur- 
witz, H. A. Frank and W. A. Davis, Boston.—p. 686. 

Hip Fractures: Treatment by Multiple Kirschner Wire Method, J. B. 
Chester, Fort Lewis, Wash.—p. 702. 

One Stage Operation for Cure of Carcinoma of Ampulla of Vater 
and of Head of Pancreas. I. R. Trimble, J. W. Parsons and C. P. 
Sherman, Baltimore.—p. 711. 

Slipping of Upper Femoral Epiphysis. M. B. Howorth, New York, 
—p. 723. 

Chorioepithelioma in .Male Treated with Pregnancy Serum. G. H. 
Twombly and A. F. Hocker, New York.—p. 733. 

Carcinoma of Gallbladder and Extrahepatic Bile Ducts: Clinical and 
Pathologic Study of 117 Cases in 13,330 Necropsies. J. D. Kirshbaum, 
and D. D. Kozoll, Chicago.—p. 740. 


Subcostosternal Diaphragmatic Hernias. — Harrington 
encountered 4 adults (64, 46, 34 and 27 years of age) with 
subcostosternal hernia among 270 with various types of dia- 
phragmatic hernia. The patients, 2 men and 2 women, had no 
history of trauma. One of the women had an esophageal hiatus 
diaphragmatic hernia as well as the subcostosternal hernia. The 
operative approach for the repair of the hernia was abdominal 
in all 4 patients. The sac was removed from 2 and it was 
elt in place in 2. The herniated viscera were replaced and the 
opening was repaired in all 4. There were no operative deaths 
or subsequent recurrences. 


Uterine Contractions of Late Pregnancy. — Murphy 
studied with the Lérand tocograph the uterine contractions of 
\29 women in the ninth and tenth lunar month of pregnancy. 
He observed that the women who did not experience contrac- 
‘tions had shorter labors than the average. The contractions 
exhibited a wide variation in their measurements from woman 
‘0 Woman. However, a relation did exist between the nature 
ot the uterine motility and the length of labor. Tension was 
observed to have no value in the prediction of the duration of 
- labor, whéreas knowledge of the contractions was helpful. 
= short labor was usually preceded by infrequent, rhythmic, 
“ng and strong contractions. Furthermore, it appeared that 


contractions, regardless of their strength, which rose slowly to 
a maximum and fell away at the same rate were indicative of a 
more efficient kind of activity during labor than the ones which 
rose and fell quickly, suggesting that a long contraction is better 
than a short one. 


Texas State Journal of Medicine, Forth Worth 
37:449-512 (Nov.) 1941 

Endocarditis Lenta. R. H. Major, Kansas City, Mo.—p. 453. 

Present Day Possibilities for Endocrine Therapy in Pediatric Practice 
F. W. Schlutz, Chicago.—p. 457. 

Multiple Stage Resections of Colon. L. S. Fallis, Detroit.—p. 463. 

Problem of Sterility and Reduced Fertility: Clinical Laboratory Aspects 
D. A. Todd, San Antonio.—p. 467. 

Problem of Sterility. L. J. Glober, San Antonio. —p. 470. 

Recent Advances in Ophthalmology. A. B. Reese, New York.—p. 475 

Some Remarks on Medical and Surgical Treatment of Sinusitis. E. F 
Stroud, Corpus Christi.—p. 478. 

Present Status of Irradiation Treatment in Neoplastic Disease. G. W 
Holmes, Boston.—p. 481. 

Are We Lowering the Mortality Rate of Mother and Child by “Stream 
lining” Our Obstetrics? W. B. Reeves, Greenville.-p. 486 

Development of the Public Health Law in Texas, J. R. Yarborough 
Austin.—p. 488. 

Administrative Problems in Public Health in Texas G. .W.. Con, 


Austin.—p. 493. 
War Medicine, Chicago 
1:745-944 (Nov.) 1941 


“Fitness, Fatigue and Recuperation: Survey of Methods Used for 
Improving Physical Performance of Man. F. A. Hellebrandt, Madi 
son, Wis., and P. V. Karpovich, Springfield, Mass.—p. 745. 

Neurologic and Psychiatric Examination During Military Mobiliza 
tion: Results and Suggestions Derived from Study of 9,652 Men 
J. A. Aita, Rochester, Minn.—p. 769. 

*Wartime Anesthesia. R. B. Phillips, Buffalo.—p. 781. 

Anesthesia for Military Needs. A. L. Tynes, Washington, D. C.; W. W. 
Nichol, San Francisco, and S. C. Wiggin, Boston.—p. 789. 

Chemotherapy of Experimental Gas Gangrene and Tetanus Infec 
tions in Mice. Eleanor A. Bliss, P. H. Long and Dorothy G. Smith, 
Baltimore.—p. 799. 

*Occupational Health Hazards in Aircraft Production. J. P. Russell 
and F. R. Ingram, Berkeley, Calif.—p. 811. 

Pathogenesis of Traumatic Unconsciousness: Importance of Fat Embo 
lism. W. de Gutiérrez-Mahoney, Nashville, Tenn.—p. 816. 

Chemical Studies in Traumatic Shock. H. Gutmann, H. H. Kroll, 
W. H. Olson, S. O. Levinson and H. Necheles, Chicago.—p. 524. 
Circulating Time in Shock. W. H. Olson, H. Gutmann, S, 0. Levin- 

son and H. Necheles, Chicago.—p. 830. 

Condensed Neuropsychiatric Examination for Use by Selective Service 
Boards. W. C. Menninger, Topeka, Kan.—p. 843. 

*Dementia Precox in Military Life as Compared with Dementia Pre- 
cox in Civil Life. A. M. Duval and J. L. Hoffman, Washington, 
D. C.—p. 854. 

*Reduction of Communicable Diseases Among Troops and Children 
During National Defense Program. W. C. Davison, Durham, N. C. 
—p. 863. 

“Problem of Deafness in Aviators. C. C. Bunch, St. Louis.—p. 873. 

Compensation for War Neuroses. E. Lewy, Topeka, Kan.—p. 887 

Serologic Classification of Hemolytic Streptococci Pathogenic for Man 
L. A. Rantz, San Francisco.—p. 895. 


Fitness, Fatigue and Recuperation. — Hellebrandt and 
Karpovich suggest that the average man lives and works on a 
plane below his peak capacity. The question which arises is 
whether the use of ergogenics is hazardous if they improve the 
output of work by eliminating fatigue. The difficulty resides 
in the differentiation between “normal limits of fatigue set by 
the body” and the variable terminuses set by the mind. Wisely 
administered, an ergogenic may be life saving. When an acute 
emergency exists it may be wiser to resort to ergogenics than 
to abandon the exhausted. In sports any artificial intoxicating 
stimulant probably should be avoided, but, the authors point out, 
the same principle does not apply to life and death exhaustion 
problems associated with war. Ergogenic aids that augment 
work capacity by improving the condition of the machine are 
the safest and most physiologic. Those which push the person 
beyond normal endurance are potentially dangerous and should 
be reserved strictly for emergency use. The most enduring 
gain can probably be attained by systematic physical training 
which arouses a desire for fitness. 

Wartime Anesthesia. — Phillips states that anesthesia in 
time of war differs from that in times of peace in that the 
anesthetic must be easily carried and administered. It should 
preferably be nonexplosive. Spinal and intravenous anesthesia 
play an extremely important part in modern warfare and there- 
fore at least 25 per cent of the men in all medical units should 
be well acquainted with the administration of these two types 
of anesthesia. 
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Occupational Health Hazards.—Russell and Ingram point 
out that the health hazards encountered in the processes nec- 
essary to aircraft production are similar to those in some other 
industries. No process or operation in aircraft manufacture is 
peculiar to that industry, except possibly the coating of fabric 
with a quick drying paint (“dope”) and the puncture proofing 
of gasoline tanks. The hazards can be eliminated or minimized 
by practical, common sense precautions and control measures. 

Dementia Precox.— According to Duval and Hoffman, 
there are significant differences in dementia precox encountered 
in military life and that encountered in civil life. These differ- 
ences, they say, are not generally recognized, even by some psy- 


chiatrists recently called into military service. The onset of . 


dementia precox in military life is apt to be abrupt, and this 
course is likely to be short and stormy. Recovery is frequent 
and relatively rapid. Therefore military physicians, who first 
encounter such patients, are not justified in giving a poor prog- 
nosis, as of 100 such patients 47 per cent were well enough 
in a few months to be discharged from the hospital. Charac- 
teristic features of conversion hysteria and of schizophrenia are 
displayed by military patients with dementia precox. 

Reduction of Communicable Diseases.—Davison believes 
that the appointment of a consulting pediatrician (experienced 
in the prevention of communicable diseases) to the services 
would be judicious, for although influenza, pneumonia, bron- 
chitis and tonsillitis were responsible for most of the morbidity 
and mortality in World War I half a million soldiers and 
sailors were affected by pediatric diseases, especially mumps, 
measles, scabies, rheumatic fever, vaccinia, rubella, scarlet fever, 
diphtheria, meningitis, dysentery, impetigo and chickenpox, in 
that order. These twelve diseases affected twice as many men 
in the Army and Navy as did wounds and half as many as 
did influenza. 


Deafness in Aviators.—Bunch states that it appears that 
exposure to excessively loud noise, whether in aviation or boiler- 
making, is the common cause of hearing losses: in aviation, 
he concludes, the loud noises of airplanes and airplane motors 
often impair the hearing of pilots. Not all pilots are similarly 
affected. The hearing losses most frequently encountered are 
for tones near c-4 (2,048 double vibrations) and c-5 (4,096 
double vibrations). As the loss progresses with continued 
exposure, the acuity for lower tones is also affected. Pilots 
with a decreased acuity for tones near c-3 (1,024 double vibra- 
tions) will have difficulty in understanding certain words over 
the radio and may not hear landing instructions correctly. If the 
radio guide beam has a frequency near c-3 (1,024 double vibra- 
tions) pilots with hearing losses for tones near c-3 can follow 
it only if they have their radios turned on louder than is ordi- 
narily necessary. Lightning created static in the ears of such 
pilots may cause additional temporary or permanent hearing 
losses, incapacitating them to such an extent that they may be 
unable to hear the radio beam. The hearing losses discussed 
often escape detection, as the persons affected may be unaware 
of the impairment because they usually hear the spoken voice. 
It is possible that the hearing of the pilots involved in the 
recent airplane accidents may have been impaired, or it may 
be that permanent losses made it impossible for the pilots to 
follow the radio beam or to understand exact landing instruc- 
tions. The problem of hearing losses can be solved only by 
frequent and accurate audiometric tests. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
49 :599-642 (Nov.) 1941 


Hoarseness and Cancer of Larynx. L. H. Clerf, Philadelphia.—p. 599. 

Suitability of Extravasated Blood for Reinfusion: Comparison of Venous 
and Abdominal Blood in Extrauterine Pregnancies. E. W. Page, 
Berkeley, Calif.—p. 603. 

Traumatic Neuroses and Psychoses. L. J. Karnosh, Cleveland.—p. 606. 

New Orientation on Etiology of Toxemia of Pregnancy and Some 
Practical Applications. J. Hofbauer, Cincinnati.—p. 615. 

Regimen for Treatment of Acute Head Injuries: Based on 1,000 Per- 
sonal Cases. M. A. Glaser, Los Angeles.—p. 619. 

Compound Fractures. C. Mathewson Jr., San Francisco.—p. 628. 

Clinical Use of Symballophone: Improved Double Stethoscope for 
Lateralization and Comparison of Sounds. W. J. Kerr, San Francisco. 
—p. 632. 

Hitherto Unreported Case of Quintuplet Births, Wisconsin 1875. W. C. 
Keettel, Madison, Wis.—p. 636. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usual!) omitted 


British Medical Journal, London 
2:533-568 (Oct. 18) 1941 


Scope of Operation in Treatment of Varicose Veins. R. T. Payn. 
—p. 533. 

*Thrombosis in Superior Longitudinal Sinus Following Childbirth. J.P 
Martin.—p. 537. 

Oral Medication by Sobisminol in Treatment of Syphilis. R. ¢ | 
Batchelor, Marjorie Murrell and G. M. Thomson.—p. 541. 

Radiographs and Disproportion. J. V. O'Sullivan, with addendum ty 
F. M. Crawshaw.—p. 543. 

*Sulfanilamide in Local Treatment of Skin Infections. A. G. Marshal} 
—p. 544. 


Sagittal Sinus Thrombosis After Childbirth —\Mari, 
discusses 3 cases of puerperal thrombosis in the superior longi- 
tudinal sinus. Although one death occurred, it was due not to 
the thrombosis but to a spinal lesion. In addition to thes 
3 cases the author has encountered 2 showing similar symp- 
toms following stillbirth, 1 with symptoms following abortion 
in which the right cavernous sinus was evidently thrombosed 
and 1 in which there were long-standing residual disabilities 
from a puerperal illness which must have been due to extensive 
thrombotic involvement in the superior longitudinal sinus. | 
is suggested that a fragment of clot carried up to the superior 
longitudinal sinus from the pelvic veins by way of the vertebral 
venous system acts as the nucleus for the clot which forms in 
the sinus. 


Sulfanilamide for Cutaneous Infections.—Marshall used 
sulfanilamide powder locally for the treatment of men with 
previously unsuccessfully treated sycosis, contagious impetigo 
and other local cutaneous infections. The men were treated in 
the hospital as ambulant but isolated patients. The scabs were 
bathed three or four times a day with a warm 2 per cent solu- 
tion of sodium bicarbonate. The sulfanilamide powder (strepto- 
cide) was applied directly to the raw surface, to which it 
adhered. No dressings were used. The healthy areas were 
shaved regularly, the hair was clipped short elsewhere and 
shampoos were given frequently. For thick masses of exudate 
which did not separate easily a gauze pad soaked in liquid 
petrolatum was applied for twelve hours before treatment was 
begun. Oily dressings, other than the liquid petrolatum, were 
avoided, as with their use the infection spread. For ceriain 
patients the oral administration of ascorbic acid and roentgen 
irradiation are suggested to accelerate healing. 


Edinburgh Medical Journal 


48:649-712 (Oct.) 1941 


Significance of Fear. D. K. Henderson.—p. 649. 

Lingual Thyroid: Myxedema Following Its Removal. W. E. Fogsie. 
—p. 662. 

Changing Heart Murmurs of Acute Rheumatism. <A. J. Glazebrook 
and S. Thomson.—p. 669. 

Acute Rheumatism and Trauma. A. J. Glazebrook and S. Thomson.— 
p. 674. 

Biopsy of Sternal Bone Marrow as Diagnostic Procedure. L. S. P. 
Davidson.—p. 678. 

Three Old Hospital Dietaries. A. E. Buchan and O. J. Jehu.—p. 688. 


Journal of Mental Science, London 
87:477-650 (Oct.) 1941 


Ear, Nose and Throat Disease in Mental Disorder. T. C. Graves— 
p. 477. 

Sinus Trouble and Personality. H. G. B. Russell.—p. 479. an 
Curability of Mental Diseases by “Shock” Treatment: Analysis 
Cases Treated. R. Freudenberg.—p. 529. ; 
Study of Erythredema Polyneuritis (Pink Disease), with Special Refer- 
ence to Its Symptomatology and Possible Etiology. T. A. Ratcliffe. 

—p. 545. 
Etiology of the Fugue States. E. Stengel.—p. 572. 
Hyperostosis Frontalis Interna: Its Relationship to Cerebral Atrophy. 
R. M. Stewart.—p. 600. $ 
*Allergic Factor in Idiopathic Epilepsy. D. C. Dewar.—p. 60%. 
Cutaneous Nevus with Buphthalmos and Epilepsy: Case Report. 
Ironside and D. Hill.—p. 631. sca 
Scheid’s Cyanotic Syndrome: Case Record and Summary of Origin 
Monograph of K. Scheid. H. A. Palmer.—p. 635. 


Allergic Factor in Idiopathic Epilepsy.—Dewa' ee 
out that inquiry into the personal and family histories of 24 
epileptic, 24 psychotic and 24 normal subjects revealed that hed 
per cent of the patients with epilepsy had either a ysitive 
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oersonal or a positive family history of allergy, while 20 per 
~ent had a positive history in both instances. The correspond- 
-» fgures for the psychotic patients were 25 and 0 per cent 
aa 17 and O per cent for the control group. The association 
ceizures and hypersensitivity suggested a relationship between 
and allergic disorders. Intramuscular desensitization, 
imbined with specific elimination, was tried in 12 of the 24 
epileptic patients. The results were encouraging without being 
cectacular. Some degree of desensitization was achieved in 9 
the 12 patients; in 4 the response amounted to a definite 
‘provement (alleviation of symptoms). One patient has had 
sply a single seizure in the last year, whereas before treatment 
the monthly average had been eight. Generally most of the 
oatients were having fewer fits and several admitted feeling 
better. Generally they were quieter and conducted themselves 


more rationally. 


Lancet, London 
2:443-474 (Oct. 18) 1941 


Hemoglobin Metabolism. M. C. G. Israéls.—p. 443. 
*Ligation and Chemotherapy for Infection of Patent Ductus Arteriosus. 


gati 


G. Bourne, K. D. Keele and O. S. Tubbs, bacteriologic note by 

R. H. A. Swain.—p. 444. 

*Crush Injury with Recovery: Case. A. I. L. Maitland.—p. 446. 
Cyclopropane Anesthesia. R. B. Gould.—p. 449. 

Gastrocolic Fistula Complicating Diabetes Mellitus. I. M. Anderson, 

P. Hamill and R. Galloway.—p. 452. 

Polyradiculoneuritis: Case. W. Brigden.—p. 454. 

Ligation in Patent Ductus Arteriosus.—Bourne and his 
associates combined surgical intervention with sulfapyridine 
therapy for 2 patients with infection of a patent ductus arterio- 
sus.’ The first patient has been an active working citizen free 
from cardiovascular symptoms for four months. There has 
been some persistence of hematuria from coexistent nephritis. 
The second patient has remained well for eleven months. 


Crush Injury with Recovery.— Maitland reports the 
recovery of a man of 40 from severe renal failure resulting 
from being pinned by débris across the right thigh and the right 
side of the trunk. The patient also had a lesion of the right 
brachial plexus and pulmonary concussion. Protein was with- 
held, fluids were forced and injections of adrenal cortex extract 
were given. A large proportion of fluid (25.5 liters) given 
between the seventh and the fifteenth day was retained without 
any decided increase in the edema, although anasarca was 
present between the sixteenth and the twenty-eighth day of ill- 
ness. Improvement began on the tenth day, and four months 
after the injury the patient is able to be up most of the day. 
Recovery was made in spite of intercurrent bronchopneumonia 
and a streptococcic infection of the throat. In spite of treatment 
anemia persists, suggesting some renal damage not detectable 
by tests of renal function. Almost all the extensor power of 
the affected thigh has been lost, although the thigh is anatomi- 
cally normal. The renal failure in such cases may be attributed 
to vascular stasis, lack of fluid intake during the period of 
a and flooding of the circulation with protein from damaged 
muscie, 

Practitioner, London 


147:609-672 (Oct.) 1941 
Medicine, H. Cohen.—p. 609. 
Surgery. G. E. Gask.—p. 620. 
Gastroenterology : Dyspepsia in the Forces. A. H. Douthwaite.—p. 622. 
Dietetics: Revaluation in Terms of War Conditions. V. H. Mottram. 


p. 630. 

Diseases of Children. W. Sheldon.—p. 636. 

Endocrinology. R. Greene.-p. 642. 

Neurology. M. Critchley.—p. 650. 

Rheumatic Diseases. G. Holmes.—p. 654. 

Minor Surgery: IV. Genitourinary System. C. Morson.—p. 662. 

Dietetics.—According to Mottram, a “peasant diet,” rich 
‘nough in carbohydrates to supply energy needs and consisting 
ot whole meal bread (fortified with calcium), cereals, potatoes, 
legumes, some animal protein, milk (14 pint [125 cc.] daily) 
and vegetables, is theoretically and experimentally satisfactory 
‘or the healthy adult. Such a diet is being forced on the nation 
Y government rationing. Until it is proved or disproved that 
such a diet is sufficient for children it will be wise not to allow 
the child’s daily intake of milk to fall below 1 pint. The vita- 
min C intake of infants and small children can be made adequate 
with black currant juice or purée of the juice of turnips. 


Vouvme 118 CURRENT MEDICAL LITERATURE 411 


South African Medical Journal, Cape Town 
15: 369-392 (Oct. 11) 1941 

*Outbreak of Pneumonic Plague in the Kalahari. G. W. Gale.—-p. 369. 
Live Pa Vaccine as Prophylactic Against Plague. E. Grasset. 

Present, Status of Synthetic Estrogens. L. Goldberg and O. S. Heyns. 
Ganeenne of Relapsing Fever and Geographic Distribution of Ornitho- 

dorus Moubata in South Africa, with Account of Investigations 

a Out in Northern and Eastern Transvaal. D. Ordman.—p. 
Hereditary Transmission of Rickettsiae of Tick Bite Fever Through 

Common Dog Tick, Hemaphysalis Leachi. J. Gear and B. de Meillon 

—p. 389, 

Pneumonic Plague in the Kalahari.—Gale discusses the 
history of an outbreak of pneumonic plague in the Morokwen 
Native Reserve (36 deaths and 1 recovery), the origin of the 
outbreak, which probably was in veld rodents, and the prophy- 
lactic use of live vaccine. The diffusive power of the outbreak 
was low; for example, 2 or 3 men who slept for several nights 
in the same hut as 1 dying from pneumonic plague escaped 
infection. The control measures were as follows: The whole 
of the Morokwen Reserve was declared a plague infected 
area, and all egress from it, except on special certificate, 
was stopped. One person broke quarantine, and this led 
to the infection of another village. Live (avirulent) plague 
vaccine was supplied, and a single dose of 1,000 million organ- 
isms in 1 cc. was given to more than 1,000 natives and 40 to 
50 Europeans. Pain and generalized reaction were not com- 
plained of. Many children were vaccinated with reduced doses. 
Most of the 1,000 persons vaccinated at Morokwen were never 
exposed to any real risk. However, at least 104 persons were 
close contacts but did not contract plague; 20 of these were 
not vaccinated until seven days or more after contact. Their 
escape can be attributed to factors other than vaccination; 37 
were vaccinated within seven days of contact and 47 prior to 
contact; their escape may have been the result of vaccination. 
Plague developed in 6 vaccinated persons; 5 of them died, 2 
on the first, 2 on the third and 1 on the fourth day of illness. 
These 5 patients were in contact with pneumonic plague from 
one to six days before vaccination, whereas the patient who 
recovered made contact five or six days after vaccination. This 
patient was not given antiplague serum until the fourth day 
of her illness. 

Archives de l’Institut Pasteur de Tunis 
30:1-150 (June) 1941. Partial Index 


*Antityphic Serotherapy: 120 Cases of Exanthematous Typhus Treated 
with Serum Obtained by Inoculations of Rickettsiae from Lungs of 
Mice. P. Durand and L. Balozet.—p. 1. 

Presence of a Rickettsia Virus in Wild Rabbits. H. Violle and C. 
Joyeux.—p. 23. 

Diverse Stocks of Saprophytic, Paratuberculous Acid-Resistant Bacilli: 
Contribution to the Study of Acid-Resistant Bacilli. V. Cabasso. 
—p. 26. 

Two Cases of Human Hydrophobia of Meningeal Form; Remarks on 
Meningeal Reactions in Course of Natural or Experimental Animal 
Hydrophobia. P. Durand.—p. 55. 

Study of Cardiovascular Complications of Ancylostomiasis and of Other 
Helminthiases. R. Broc and A. Calo.—p. 77. 

Bacillary Dysentery. C. Berge and J. Fauconnier.—p. 103. 


Typhus Treated by Serum.—The serum employed against 
exanthematous typhus by Durand and Balozet is obtained by 
subcutaneous or intravenous inoculations of horses with rickett- 
sias from the lungs of mice infected via the respiratory tract 
with murine or epidemic virus. Experimentation having shown 
that the neutralizing properties of this serum greatly exceed 
those of human convalescent serums, it seemed advisable to try 
it in human subjects. In complete ignorance of the quantity of 
serum required, the authors began with massive doses of 100 to 
200 cc., with perhaps a new injection the following day. Later 
they reduced the dose, and in the end they gave only 100 cc. 
in a single injection as soon as possible. The injection is made 
by preference into the crural quadriceps, the resorption being 
more rapid and the pain less annoying than if injection is made 
into the flank. The serum was used in the course of an epi- 
demic during the first months of 1941. In 102 native born 
Tunisians with exanthematous typhus cure was obtained rapidly 
in two to four days on the average. The mortality was greatly 
reduced. This could be ascertained by comparison with 161 
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patients who were treated in the same manner except that they 
did not receive serum. The gross mortality rates were 3.92 and 
12.42 per cent, respectively; the corrected percentages were 3.92 
and 14.28, respectively. Even if one adds the patients on whom 
the serum was first tried the mortality was only 4.46 per cent; 
that is, it was about a third of the rate among the patients not 
treated with serum. With the 8 Europeans on whom the serum 
treatment was used the results were not as favorable as in the 
native born patients, but their number was too small for one 
to arrive at definite conclusions. 


Dermatologica, Basel 
84:1-128 (No. 4%) 1941 
*Catamnestic Investigations in Late Syphilis: Fate of Syphilitic Patients. 

E. Rajka and A. Orban.—p. 1. 

Aspects of Atypical Cases of Dermatitis Herpetiformis. C. H. Beek. 
» 70. 
*Chronic Intermittent Treatment of Dyshidrosis with Mixed Vaccines. 

A. Désa.—p. 75. 

Fate of Syphilitic Patients.—Rajka and Orban made fol- 
low-up studies on 200 syphilitic patients in order to determine 
the efficacy of the treatment. The earliest date of the control 
examination was the fifth year after the infection, when a stable 
condition of the cerebrospinal fluid could be expected. How- 
ever, since the reaction of the cerebrospinal fluid may turn posi- 
tive later and since cardiovascular changes likewise usually 
appear later, control examinations must be repeated later than 
the fifth year. The patients investigated were workers and 
craftsmen who attended an outpatients’ hospital in Budapest. 
Complete cure was obtained in 21 per cent, or in 37.5 per cent 
if patients with so-called neurologic residues are included. 
These conditions may be regarded as residues of processes that 
have taken their course, provided the results of all the tests 
(of the blood and the cerebrospinal fluid) have remained nega- 
tive after prolonged supervision. A positive seroreaction with- 
out clinical symptoms was observed in 9.5 per cent of the 
patients; 6.5 per cent of these had received intensive treatment 
and thus must be regarded as seroresistant patients who required 
treatment with specific and nonspecific methods. In 5.5 per cent 
(including 2 per cent of seroresistant patients) reactivation of 
seroreactions was observed. Successful provocation indicates 
latent seropositivity. Clinical symptoms were observed in 53 per 
cent of the patients; 35 per cent showed active neurosyphilis 
and 32 per cent cardiovascular syphilis. In 26.5 per cent of all 
the patients and in 60 per cent of those with active neurosyphilis 
the reaction of the cerebrospinal fluid was positive. Only half 
of those with neurosyphilis and a positive reaction of the cere- 
brospinal fluid showed a positive reaction of the blood. It 
proved difficult to classify the observed neurologic sequels of 
syphilis under the classic pictures of neurosyphilis. One third 
of the patients presented rudimentary symptoms which did not 
correspond with the classic pictures and were designated as 
neuroresidues. The question whether these residues were the 
signs of active processes or sequels of processes which had 
taken their course had to be decided in each case by further 
examination. There is no therapeutic method which insures 
cure in 100 per cent of cases. The question of who incurs 
neurosyphilis and what factors are decisive in the involvement 
of the central nervous system is, as Nonne says, as yet unsolved. 
Present day therapeutic procedures offer, in a third of the cases, 
no protection against the nervous diseases originated by syphilis. 
Nevertheless, it could be demonstrated that the number of com- 
plete cures was the greater and the sequels the lesser the earlier 
treatment was begun and the more intensive and systematic had 
been the initial treatment. 


Treatment of Dyshidrosis with Mixed Vaccines.—Désa 
tested patients with dyshidrosis for allergy against fungi. At 
first he made the intracutaneous tests with fungus extracts only 
in cases in which fungi had been detected in the dyshidrosis 
vesicles, but later, when positive cutaneous reactions had been 
obtained in cases in which fungi had not been observed in the 
vesicles it was concluded that in these cases fungi also play a 
part, and all patients with dyshidrosis, irrespective of the results 
of microscopic and cultural examination, were treated with a 
vaccine composed of mixtures of numerous fungi and bacteria. 
The author began with intracutaneous injections of 0.1 cc. and 
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gradually increased the doses to 2 cc. The larger doses we, 
distributed to several sites in the thigh. The treatment y., 
administered in a chronic intermittent manner in series consiy. 
ing of twenty to thirty injections. The results obtained y; 
this treatment were better than the results with any ot. 
therapy. The author thinks this is because the injecticp, 
increase the active immunity. 


Rivista di Patologia Nervosa e Mentale, Florence 
57: 163-334 (March-April) 1941. Partial Index 
*Reactivation of Wassermann Reaction in Cerebrospinal Fluid, Obser, 
Intraspinal Injection of Phenolsulfonphthalein. M. Felic;—, 
Amount of Ascorbic Acid in Cerebrospinal Fluid: Researches 

Grisoni and C. L. Cazzullo.—p. 241. 

Reactivation of Wassermann Reaction in Cerebrospina| 
Fluid.—Felici reports the results of serologic examination of ty 
spinal fluid in 10 patients with neurosyphilis. There was a histor 
of syphilis in all the patients. One patient had tabes and | ha 
dementia paralytica. The cerebrospinal fluid of 3  patien 
showed slight changes before the intraspinal injection of phen)- 
sulfonphthalein. The Wassermann serologic test gave strong) 
positive results in 4 cases of the 6 in which the Wassermanp 
test on the blood serum gave negative results, and the Miiller 
Kahn and citochol tests on the blood serum gave positive results 
An aseptic meningitis was provoked by the intraspinal injection 
of 5 cc. of a 5: 1,000 phenolsulfonphthalein solution, which wa: 
given after the withdrawal of 10 cc. of cerebrospinal fluid. 4 
lumbar puncture was performed twenty-four, thirty-six or forty- 
eight hours after the injection, when the fever was at its highest, 
In a few cases, in which the fever lasted for three days, the 
lumbar puncture was repeated seventy-two hours after the injec- 
tion, and in all cases it was again performed seven or ten days 
after the injection. Subjectively the patients complained of 
headache, spinal pain and paresthesia of the legs. They exhibited 
rigidity of the neck, absence of tendon reflexes in the legs and 
paralysis of the sphincter of the bladder. Only 1 patient had 
vomiting. The symptoms disappeared in all cases within forty- 
eight hours. The fever disappeared within three days in almost 
all cases. The cerebrospinal fluid, which was obtained by lumbar 
puncture, was observed separately in the natural condition and 
again after being inactivated by being subjected to a temperature 
of 56 C. for half an hour. It exhibited the following changes 
(1) a moderate increase of the albumins, the globulins and the 
cells, especially the lymphocytes, (2) turbidity and a tendency 
to flocculation in the second or the third of the tubes used in 
the mastic test and (3) a moderate pink shade of the fluid tor 
the first forty-eight hours after the injection. Within six 
days the cerebrospinal fluid became normal or almost normal i1 
all cases. The Wassermann, Miiller and Sachs-Witebsky tests 
gave constantly negative results with all the different specimens 
of the cerebrospinal fluid, whether in the natural condition or 
inactivated. The negative results obtained by the author 
attempting to reactivate the cerebrospinal fluid with the use of 
phenolsulfonphthalein agree with those previously reported 
the literature in cases in which distilled water or a_bismut! 
compound was used. Because the observations were carried 0! 
with a careful technic and all the patients had serologic syphilitic 
reactions and most of them exhibited precise clinical symptoms 
of neurosyphilis, the author concludes that the reactivation 0! 
the cerebrospinal fluid by the intraspinal injection of distilled 
water, bismuth compounds and phenolsulfonphthalein is 0! 
possible and that consequently the test does not have any diag 
nostic value of neurosyphilis. 


Anais d. Fac. d. Med. d. Univ. d. S. Paulo, Sao Paulo 
16:365-708 (No. 2) 1940. Partial Index 
*Cyanotic Chronic Bronchopneumopathy: Clinical and Physiopatholes* 
Study. J. Fernandes Pontes, M. Jamra and A. Carvalho da Silva 
—p. 651. 
Cyanotic Chronic Bronchopneumopathy. — Fernandes 
Pontes and his collaborators report 2 cases of Ayerza s disease 
which were observed in the bronchopulmonary period. No other 


R 


case of the disease observed in this period has been reported ™ 
the literature. In the cases reported by the authors the sym? 
toms were typical. Bronchitis had lasted for forty and twenty 
two years, respectively, and the bronchopulmonary symptoms 
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for about one year. There were dyspnea and acute cyanosis, 
especially of the lips, face, ears, hands and feet. The respiratory 
elasticity of the thorax was greatly diminished. The roentgeno- 
erams of the lungs showed the changes proper of chronic 
bronchopulmonary emphysema and sclerosis. There were poly- 


globulia and macrocytosis. The functions of the heart were 
normal, but the roentgenograms showed dilatation of the right 
ventricle and enlargement of the heart. The electrocardiograms 
showed a shift of the electrical axes to the right and a P wave 
of increased amplitude in the second and third leads. The 
\Vassermann reaction was negative in both cases. By means of 
gasometric analysis and hemodynamic determinations the authors 
found that in their patients the vital capacity was diminished, 
the dead space of the respiratory bed of the lung was increased 
and the amount of current air was diminished. There were 
changes in the pressure of oxygen and carbon dioxide in the 
alveolar air, hypoventilation of the alveolar air and hypoxemia. 
There was also hyperplasia of the bone marrow, as it was veri- 
fied by examination of marrow tissue obtained by sternal 
puncture. The authors believe that chronic obstructive broncho- 
pulmonary emphysema is the cause of the symptoms of Ayerza’s 
disease, especially cyanosis. According to them, Ayerza’s disease 
is not a clinical entity but a form of chronic obstructive broncho- 
pulmonary emphysema in patients with a constitutional lability 
of the cardiorespiratory apparatus and a constitutional hyper- 
plastic reactivity of the bone marrow. Syphilitic arteritis of 
the pulmonary artery may be found as an associated condition 
in cases of Ayerza’s disease, but it is not the cause of the 
disease. Cyanosis, which is the most evident symptom, is due 
to anoxic hypoxemia from hypoventilation of the blood. It 
diminishes when the patients inhale oxygen under pressure for 
ten or twenty minutes. Hypoxemia stimulates the bone marrow 
to an erythroblastosis hyperplastic reaction and consequent poly- 
globulia. The macrocytic changes of the erythrocytes are due to 
the physicochemical changes of the blood. 


Deutsches Archiv fiir klinische Medizin, Berlin 
187:225-352 (March) 1941 


Chronic Pure Erythroblastosis of Adults as Leukemia—Parallel Process 

of Erythrocytic System. L. Heilmeyer and W. Schéner.—p. 225. 
Genesis of Glandular Fever Cells (Infectious Mononucleosis) on Basis 

of Glandular, Sternal and Splenic Punctates. S. Moeschlin.—p. 249. 
Comparative Investigations of Felty’s Syndrome. J. Cremer.—p. 269. 
“Experimental Investigations on Prophylaxis of Heat Disorders. H. 

Béttner and B. Schlegel.—p. 281. 

Enterogenic Tetany. H. W. Hotz.—p. 296. 

*Therapy of Malignant Diphtheria: Blood Transfusion or Adrenal Cortex 

Extract. W. Behr.—p. 310. 

Prophylaxis of Heat Disorders.—To determine the efficacy 
of prophylactic measures against heat disorders, B6éttner and 
Schlegel made experiments on 25 persons. They found that the 
parenteral administration of adrenal cortex extract prevents, or 
at least greatly retards, the development of heat exhaustion 
and heat stroke, because the extract improves the physical heat 
regulation and stabilizes the circulation. Orally administered 
extract did not have this effect. Attempts to support a heat 
impaired circulation with strophanthin and epinephrine failed 
to produce satisfactory results. The occasionally observed action 
ot strophanthin was of only short duration. In cases of heat 
convulsion the administration of adrenal cortex extract is not 
advisable because of the exhaustion of the sodium chloride and 
Water economy. In order to fill the exhausted water and sodium 
chloride depots, physiologic solution of sodium chloride should 
be administered. In heat stroke and heat exhaustion, sodium 
chloride solution was likewise tried. The efficacy, although 
not always convincing, was evident in some cases. 


Therapy of Malignant Diphtheria.—<According to Behr, 
malignant diphtheria differs from the ordinary pharyngeal form 
in that serum therapy comes generally too late to be effective, 
the intoxication being severe almost from the onset. Numerous 
therapeutic measures have been suggested to increase the defense 
powers of the organism, to aid detoxication and change the 
reaction. Only two of these are still given serious considera- 
tion: (1) blood transfusion and (2) the administration of adrenal 
cortex extract and ascorbic acid. The author evaluates these 
methods on the basis of the available literature and of his own 
observations. He is unable completely to corroborate the highly 
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favorable experiences with blood transfusion made at other 
clinics. Its influence on the local process and on the genera! 
condition is not convincing. The fulminant course is apparently 
not arrested; complications are neither prevented nor rendered 
particularly mild. Late fatalities are not prevented, and the 
mortality is decreased at the most by 10 to 12 per cent. How 

ever, blood transfusion cannot be designated as entirely value- 
less. Adrenal cortex extract and ascorbic acid are administered 
not only in order to prevent the adrenocortical insufficiency 
which threatens, because of the diphtheria toxemia, but to pro- 
mote detoxication and increase the defense function of the organ- 
ism by modifying the reticuloendothelial system. Administration 
of the extract and the acid is intended as a prophylactic and 
detoxicating measure and as treatment for the circulatory defi- 
ciency, because it is thought that adrenocortical insufficiency 
is an important factor in diphtheritic circulatory impairment. 
Adrenal cortex extract and ascorbic acid were administered to 
29 patients with malignant diphtheria (extremely severe in 20 
and moderately severe in 9). Even large doses and early appli 
cation did not reliably arrest the fulminant course. Complica- 
tions were not prevented. Fatality rates reached 55 per cent 
in the cases of severest diphtheria. The combined use of blood 
transfusion and medication with adrenal cortex extract and 
ascorbic acid however, is most promising in the severest forms 
of diphtheria. This combination treatment seems to render the 
diphtheria milder and to arrest the fulminant course. 


Zeitschrift fiir Orthopadie, Stuttgart 
71: 129-204 (July 23) 1940. Partial Index 


Orthopedic Investigations on Twins. I. Kopits.—p. 130. 
Treatment of Habitual Dislocation of Shoulder. J. Janék.—p. 167 
“Inflammatory Lordosis. G. Schramm.—p. 172. 

Inflammatory Lordosis.—Schramm directs attention to uni- 
lateral inflammatory changes of bone on articular processes of 
the lumbar vertebral column as a cause of severe motor distur- 
bances. A tabular report summarizes the chief aspects of all 7 
cases so far reported. The disorder occurs in children of the 
prepuberal or the early puberal age. It is noteworthy that the 
process is always localized in the two lowest lumbar vertebrae. 
Infections seem to play a part in causation. The fact that in 
Storck’s case roentgenoscopy gave negative results is of no 
particular significance in view of the fact that in 2 of the 
author’s cases the clinical symptoms preceded the positive roent- 
genologic aspects by a year. The author agrees with Hohmann 
that the limitation of the movement of the lumbar vertebral 
column is the result of a reflex contracture of the muscles in 
the region of the diseased vertebrae. Discussing the treatment 
he says that immobilizing and relieving measures not only are 
entirely worthless but even exert an unfavorable effect. in 
cases in which roentgenoscopy discloses severe changes, Hoh- 
mann’s operation (removal of diseased bone tissue and fasten- 
ing of a piece of the tibia to the spinal processes of the 
lumbar vertebrae) is the method of choice. In cases in which 
a negative result of roentgenoscopy indicates the absence of seri- 
ous changes of bone, stretching of the shrunken sacrospinal 
musculature may overcome the fixation of the lumbar lordosis. 
A mild form of chronic osteomyelitis of the vertebral arches and 
articular processes was found to be the cause of the fixed 
lordosis in 4 cases, and so the author suggests the term inflam- 
matory lordosis. 


71:205-288 (Sept. 27) 1940. Partial Index 
Sprengel’s Deformity. Résgen and Ebert.—p. 205. 
Etiology and Nature of So-Called Vertebra Plana. S. Nagura.—p. 213. 
*Early Diagnosis of Tuberculous Coxitis During Childhood. K. Linde- 

mann and A. Dieckvoss.—p. 225. 

Surgical Treatment of Certain Forms of Arthrosis Deformans of Hip 

Joint. M. Hackenbroch.—p. 238. 

Tuberculous Coxitis During Childhood.—Lindemann and 
Dieckvoss point out that roentgenoscopy during the early stages 
of tuberculous coxitis in children regularly discloses, besides 
atrophy of the juxta-articular osseous tissues, an enlargement 
of the nucleus of the femoral head epiphysis. This enlargement is 
not simulated by projection but is real, resulting from increased 
endochondral growth in connection with the chronic inflamma- 
tion of the joint. The demonstration of this enlargement in the 
stage of the disease before the tuberculous destruction can be 
observed facilitates the early diagnosis of tuberculous coxitis in 
children. 
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Folia Pharmacologica Japonica, Kyoto 
32:393-548 (Aug.) 1941. Partial Index 
*Influence of Pilocarpine on the Glutathione Content of Blood, Liver 
and Spleen. N. Izaki.—p. 503. 
*Concerning the Effect of Histamine on Blood Vessels. S. Yoneda.— 
p. 519. 


Pilocarpine and Glutathione.—Izaki reports that small 
doses of pilocarpine injected subcutaneously depress the reduced 
glutathione in the blood, liver and spleen but elevate the con- 
centration of oxidized glutathione. When larger doses are given 
the reduced glutathione decreases slightly, while the oxidized 
and total glutathione contents are depressed considerably. This 
latter effect of pilocarpine is inhibited when atropine or scopol- 
amine is simultaneously administered; phenobarbital exerts no 
such noticeable influence. Large doses of pilocarpine cause an 
increase of the glutathione in the liver and the spleen. When 
atropine or scopolamine is given with pilocarpine the action 
of glutathione in the spleen is inhibited; atropine inhibits the 
oxidized form of glutathione in the liver, and scopolamine acts on 
the reduced form. While phenobarbital causes a great accelera- 
tion of the reduced glutathione action in the spleen and liver 
its effect on the oxidized form is inhibitory. From these results 
it may be inferred that the influence of pilocarpine on the 
glutathione action of the blood, spleen and liver is intimately 
related to stimulation of the peripheral sympathetic system; this 
action involves stimulation of the centers in the midbrain. 

Effect of Histamine on Blood Vessels.—Yoneda reports 
perfusion experiments on the effect of histamine on the blood 
vessels of intact dogs under urethane anesthesia and of excised 
organs. The most noticeable result under these conditions was 
the dilator effect of histamine in small doses and its constricting 
effect in larger doses. The dilatation of vessels seemed most 
pronounced in the capillary areas, but similar effects were 
observed in the arteries and veins, uninfluenced by the autonomic 
nervous system. Since the action of histamine does not appear 
to depend on the presence of muscle fibers on the walls of these 
vessels, its effect presumably involves a direct action on the 
vascular endothelium. Its constricting effect is most pronounced 
in the experiment of the perfusion of excised organs, the effect 
becoming more and more noticeable as the perfusion progresses, 
particularly in vessels of the intestine. 


Geneeskundig Tijdschr. v. Nederl.-Indié, Batavia 
81: 1893-1948 (Sept. 9) 1941. Partial Index 
Hepatic Abscess in the Tropics. W. M. Pruys.—p. 1894. 
*Culture of Rickettsias in Duck Eggs. R. Gispen.—p. 1907. 
Fatal Poisoning by Bite of Sea Snake (Enhydrina Schistosa [Daudin]). 

H. Bokma.-—p. 1926. 

Culture of Rickettsias in Duck Eggs.—Gispen employed 
duck eggs in the culture of rickettsias and viruses. It was 
found that the chorioallantois of duck eggs is quite suitable for 
the culture of viruses and rickettsias. The use of duck eggs 
has several advantages over the use of hen eggs: The duck 
embryo is more viable under laboratory conditions; virus infec- 
tion kills it less rapidly; its incubation requires twenty-six or 
twenty-seven days, that is, five days longer than the chicken 
embryo’s; the egg membrane available for inoculation is larger 
and thus produces a larger quantity of virulent material. Scrub 
typhus rickettsias and Sumatran mite fever rickettsias, which 
failed to grow in hen eggs, were readily propagated on the 
chorioallantois of duck eggs. 


Acta Tuberculosea Scandinavica, Copenhagen 
15:257-396 (Nos. 3-4) 1941 

Distribution According to Age of 5,000 Hospitalized Pleuritic Patients 

in Géteborg in Course of Last Forty Years. A. F. Vilén.—p. 257. 
*Comparative Studies on Late Results Obtained in Cavernous Phthisis 
by Conservative Treatment and by Pneumothorax Therapy. S. Cold. 

—p. 282. 

Importance of Vitamin Treatment, Particularly by Ascorbic Acid in 
Sanocrysin Therapy of Tuberculosis. K. Secher.—p. 321. 

Efficacy of Sanocrysin Therapy. K. Secher.—p. 335. 

*Relation Between Primary Infection and Destructive Pulmonary Tuber- 
culosis. K. Isager.—p. 354. 

Significance of Increased Exposure to Infection with Tubercle Bacilli: 
Comparative Studies on Medical and Polytechnical Students. J. Holm. 
—p. 370. 

Conservative Treatment and Pneumothorax in Cav- 
ernous Phthisis.—Cold compared two groups of patients with 
recent unilateral cavernous pulmonary tuberculosis which show 
practically complete conformity with regard to sex, age, dura- 
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tion of symptoms, temperature, extension and density of process, 
size and number of cavities, location of cavities, degree of 
expectoration, sedimentation rate, the hospital in which they 
were treated and the period of observation. One of these groups 
was given pneumothorax therapy while the other one was under 
conservative treatment with ordinary sanatorium care. The 
comparison demonstrates the superiority of the pneumothorax 
treatment. In patients with extremely dense infiltration the 
results are poor with either form of treatment. The more the 
cavity dominates the clinical picture, the more valuable js 


_ the pneumothorax treatment. In the presence of small cavities, 


pneumothorax produces cure in 79 per cent of the patients, con- 
servative treatment in only 65 per cent. If the cavities are 
large (more than 3 cm.) pneumothorax produces favorable 
results in 74 per cent, conservative treatment in only 33 per 
cent. The results are best in patients with adhesion-free pneu- 
mothorax, but even in the presence of nondivided adhesions and 
large cavities the results are decidedly better with pneumothorax 
therapy than with conservative treatment. In patients with 
recent not entirely unilateral cavernous tuberculosis and jn 
those with the disease in chronic form the results of pneumo- 
thorax are far worse than in patients with recent unilateral 
cavernous tuberculosis. The results of pneumothorax are not 
much better in these patients than are those of conservative 
treatment. 

Primary Pulmonary Tuberculosis.—Isager discusses the 
problem of primary tuberculous infection and its ultimate evo- 
lution. His observations, which were made in a dispensary of 
northern Jutland (Denmark), concerned one series of persons 
selected from a tuberculous milieu and another group of infected 
persons whose environment was free from tuberculosis. From 
tuberculous environments he selected 100 subjects, 75 of whom 
were less than 15 and 25 of whom were over 15. Generally the 
tuberculous infection had its source in the family, but in some 
cases it had taken place during a stay with a family in which 
there were persons with tuberculosis. It was found that the 
morbidity of primary infection is great in a tuberculous environ- 
ment, particularly in persons over 15, of whom almost one third 
(8 of 25) became ill, whereas of 75 under 15 years only i2 
became ill. The author also made studies on students who 
came from nontuberculous surroundings. Their ages varied 
from 8 to 20 and were about the same as were those in the 
first group. Of 613 students who had had a negative Mantoux 
reaction during the first examination 169 gave a positive one 
the following year, but none of those who had a primary infec- 
tion showed signs of impaired health and none had pleurisy 
or erythema nodosum. The author concludes from these two 
series of examinations that the fact of being infected by living 
in a tuberculous environment or of being infected by a momen- 
tary contact plays an important part in the morbidity of infection. 
He further analyzes a series of 100 patients with destructive 
pulmonary tuberculosis, all of whom had tubercle bacilli in 
the sputum. The majority were between 15 and 45. Open pul- 
monary tuberculosis developed in 5 of them directly aiter 
erythema nodosum, and from this it is assumed that the open 
pulmonary tuberculosis developed rapidly after a primary iniec- 
tion. In 4 others the open pulmonary tuberculosis appeared 
after pleurisy. In 1 signs of a primary infection were is- 
covered in the course of influenza which developed several 
months after the patient had stayed with a family of which a 
member had open pulmonary tuberculosis. In the other % 
patients the roentgenogram revealed nothing about the primary 
infection, but the histories provided some information. In per- 
sons with a familial infection, and particularly in married 
couples, the disease seems to manifest itself as follows: li the 
disease does not appear in the exposed person within a shof 
time after the onset in the diseased person, the chances of infec- 
tion decrease more and more. The same principle holds tor 
persons working in tuberculosis hospitals or sanatoriums. The 
observations seem to support the opinion that destructive pul- 
monary tuberculosis develops to a large extent during the frst 
years after the primary infection. 
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Book Notices 


A Manual of the Treatment of Fractures. By John A. Caldwell, MD., 
Professor of Clinical Surgery, College of Medicine, University of 
cincinnati, Cincinnati. Cloth. Price, $3.50. Pp. 150, with 76 illus- 
trations. Springfield, Mlinois & Baltimore: Charles C. Thomas, 194]. 

In sixteen short chapters everything that is essential in the 
treatment of fractures is said clearly and concisely. Three 
chapters are taken up by general discussion on the subjects of 
repair, diagnostics, traction methods, splinting, anesthesia, com- 
pound fracture treatment and wound infection. They are short 
but unusually comprehensive. The entire field of fractures and 
dislocations is covered. Particularly recommended are the 
chapters on fractures of the humerus, the chapter on the wrist 
and fingers, the chapters on the pelvis and on the neck of the 
femur, the latter being treated with great clearness in ten short 
pages; the chapter on the foot and the ankle, including the 
fracture of the os calcis, and the chapter on injuries of the 
spine. They are all handled with great precision, and the style 
is clear and easy without being too pithy or epigrammatic. The 
didactic value of the book is enhanced by the fact that it makes 
use of the displays and posters of the primer on fractures 
issued by the Cooperative Committee on Fractures of the 
American Medical Association. Another important feature is 
that the illustrations are all diagrammatic and highly instruc- 
tive. There is no space wasted on individual reports or roent- 
genograms of end results. In that respect the book may appear 
impersonal, but the reader cannot help but feel the powerful 
drive of an experienced pedagogue on fractures. It shows that 
almost all that is necessary can be said in a short space with- 
out the appearance of haste or hurry. It cannot be too highly 
recommended for the younger man who is at the beginning of 
his fracture career, though it must be of profit to all who 
read it. 


The Foot and Ankle: Their Injuries, Diseases, Deformities and Dis- 
abilities with Special Application to Military Practice. By Philip Lewin, 
M.D., F.A.C.S., Associate Professor of Bone and Joint Surgery, North- 
western University Medical School, Chicago. Second edition. Cloth. 
Price, $9. Pp. 665, with 304 illustrations; Line drawings by Harold 
Laufman, M.D. Philadelphia: Lea & Febiger, 1941. 

The second edition of Dr. Lewin’s book gives one a convinc- 
ing feeling that the contents cover every phase of the potential 
derangements of the foot and ankle. One of the features is the 
emphasis on the relation between localized conditions and sys- 
temic lesions. Repeatedly the author correlates disturbances 
of the foot and ankle with disease found elsewhere in the body. 
Much space, nearly one fifth of the book, is devoted to the 
essentials of the anatomy, physiology and biomechanics of the 
foot and ankle, the basic principles underlying foot and ankle 
derangements and the principles of surgical treatment, and to 
the various types of modalities utilized in conservative therapy 
alone or in association with surgical work, not omitting an 
appreciation of the psychologic upsets that are often concomi- 
tants of injury or disease, particularly in so-called medicolegal 
problems. This preparatory review is so thorough that the 
understanding of the etiology, pathology and therapy of deformi- 
ties, diseases and injuries of the foot and ankle is greatly 
facilitated. 

The author deserves much credit for his careful selection of 
the illustrations. The photographs, roentgenograms and espe- 
cially the line drawings always clearly and effectively depict 
what is discussed in the text. The numerous charts on etiology, 
symptomatology and differential diagnosis are exceedingly help- 
ful in visualizing, crystallizing and establishing a lasting impres- 
sion of the variety of causes and lesions under discussion. A 
most valuable feature of the book lies in the description of 
what would generally be considered minor details, such as how 
to strap an ankle, how to make a plaster of paris bandage, how 
to measure for crutches and how to teach their use, the con- 
struction and fit of shoes and the hygiene of the feet. The 
author has enriched the book vastly by giving the details of 
minor practical, but invaluable, points relative to the examina- 
tions and treatment which he has obtained from his extensive 
Personal experience. 

The simple and lucid presentation of the management of 
paralytic disturbances of the foot and ankle, the emphasis on 
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the care and treatment of peripheral vascular diseases and his 
thoughtful consideration of diabetic gangrene with the carefully 
detailed recommendations as to preoperative and postoperative 
medication merit special mention. There is an informative sec 
tion on amputations, with a definition of the different types, 
their indications and the sites of election for different stages of 
disease. In the chapter on the military aspects of the foot and 
ankle the author thoroughly reviews the common disorders of 
the feet—not diseases—and their care, and he gives much useful 
common sense advice, valuable to the soldier but no less to the 
civilian. The author pays particular attention to the foot prob- 
lems of modern warfare as now experienced by the European 
countries and discusses prophylaxis and treatment, not omitting 
the lessons which were learned by others and also by himself 
as a participant in the first world war. 


Endocrinologia clinica. Por Aulo Pinto Viégas. Paper, 45 milrets. 
Pp. 292, with 53 illustrations. Belo Horizonte: Livraria Editora Paulo 
Bluhm, 1941. 

This volume is a textbook on clinical endocrinology produced 
by a clinician from one of the medical schools in Brazil. It is 
liberally illustrated not only with photographs of cases and 
tissues but with case records from the author's practice. In 
general it represents a laudable attempt to produce a systematic 
discussion of clinical endocrine disturbances with an understand- 
ing of anatomy, physiology, chemistry and pathology as the 
background for rational therapy. Liberal citations from the 
literature not only of Brazil and other South American coun 
tries but from the literature of North America and Europe are 
to be found chapter by chapter. The author is evidently alert 
to the problems which have been intensively discussed within 
the last year or two by endocrinologists and other clinicians. 

A few criticisms of the book will illustrate the type of diffh- 
culty that may be encountered. In several places there are 
confusions about the exact authors concerned with work when 
the spellings of authors’ names are too nearly alike. These 
spellings in foreign languages often contribute difficulty, and the 
same problem exists with some technical words. The reviewer 
is tempted to suggest that proof reading was not careful enough 
The author also has shown slight confusion about the physio- 
logic significance of such materials as the pressor and oxytocic 
factors in the posterior pituitary. 

In many places one finds laboratory results given with too 
many significant figures. So, for example, the height of human 
beings is recorded in terms of millimeters, where centimeters is 
probably the smallest unit which should be employed. The 
reporting of basal metabolism tests is down to tenths of 1 per 
cent when the method is not accurate to less than 3 or 4 per 
cent. In several cases the diagnosis of hypothyroidism appears 
to be based on too little evidence, since the basal metabolic rate 
is not below normal and the cholesterol values are not nearly 
outside the normal range of variations quoted by the author or 
known by others. There is also confusion of cretinism and 
juvenile myxedema. 

A chapter on diabetes is contributed by another, Dr. 
O. Moreira, who follows essentially the pattern of Dr. Joslin 
in his methods of management. Details of diabetic therapy are 
not made clear, and the author takes the stand that protamine 
zinc insulin should not be used in complicated diabetes or for 
patients who have already begun the use of standard insulin. 
With this, most physicians would now disagree. The author also 
gives assent to a generalization which is unjustified, namely that 
the hypoglycemic reactions to protamine zinc insulin and stand- 
ard insulin differ qualitatively and uniformly. 

In the discussion of obesity the author tends to assume hypo- 
thyroidism without adequate evidence in some cases. In his 
plans of a diet for pregnancy to prevent excessive weight in 
the infant he gives what any one would consider an inadequate 
diet for the sake of the mother, and in the discussion of dinitro- 
phenol he considers it harmless and a useful substitute during 
rest periods from the employment of thyroid. These conclusions 
would not be considered rational at present. He feels that the 
diencephalic factors in obesity are probably secondary to endo- 
crine control but gives no evidence for this point. 

In a final chapter listing many commercial preparations, it is 
obvious that the listing is far from complete and therefore mis- 
leading, and also that the strength of the materials is not indi- 
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cated with dependable detail so that one can tell what type of 
unit one is using. There is some discrimination about these 
matters, but it is far from being uniformly helpful. The author 
has had almost no experience with diethylstilbestrol and does 
not recommend it. He makes no distinction between gonado- 
tropic preparations made from chorionic sources or from the 
genuine pituitary or from pregnant mare’s serum. There has 
also been no distinction made between thyroid of different types 
of standardization. In spite of these criticisms the book is to 
be commended, and it is hoped that future editions will correct 
many of these details. 


The Chemistry of Organic Medicinal Products. By Glenn L. Jenkins, 
Ph.D., Dean and Professor of Pharmaceutical Chemistry. School of 
Pharmacy, Purdue University, Lafayette, and Walter H. Hartung, 
Professor of Pharmaceutical Chemistry, School of Pharmacy, the Uni- 
versity of Maryland, Baltimore. Paper. Price $3.80. Pp. 457. 
St. Louis: John 8S. Swift Co., Inc., 1941. 

This planographed volume represents an attempt to organize 
the organic medicinal compounds according to the accepted 
scheme of chemical classification. Written for students who 
have had basic courses in chemistry and who are interested in 
the chemistry of medicinal and related products, it is intended 
primarily, according to the authors, for use by students in the 
more advanced courses in pharmacy. The fifteen chapters, 
which are on hydrocarbons, halogenated hydrocarbons, hydroxyl 
derivatives of hydrocarbons, ethers and peroxides, the carbonyl 
group, the carboxyl group, natural mixtures, amines, cyanides 
and nitro compounds, sulfur compounds, phosphorus, arsenic 
and antimony compounds, metallic derivatives of organic com- 
pounds, heterocycles containing one heteroatom, heterocycles 
containing two or more heteroatoms, and stereoisomerism, dis- 
cuss the chemistry of methods of preparation, properties and 
descriptions of the more important compounds. In addition to 
presenting short dissertations on uses and modes of administra- 
tion, the authors have correlated physiologic activity and chemi- 
cal structure wherever there are sufficient data. Preceding the 
general subject matter is a list of references to published studies 
on general chemistry, organic medicinal products, chemotherapy, 
phytochemistry, alkaloids, vitamins, enzymes, pharmacology and 
therapeutics and other subjects. The authors have exercised 
good judgment in this list, in view of the scope of their book, 
and present a useful feature. Minor errors and erroneous 
therapeutic implications, especially noticeable in the sections 
pertaining to the sex hormones and the sulfonamides, permit 
aquiescence to the authors’ prefatory statement “The work is 
not exhaustive and no claim of perfection is made.” However, 
subsequent issues of the book will probably possess the necessary 
corrections and will be looked on as useful and practical addi- 
tions to the literature on organic chemical compounds used in 
medicine. 


Gynecology and Female Endocrinology. By Emil Novak, A.B., M.D., 
D.Se., Associate in Gynecology, The Johns Hopkins Medical School Balti- 
more. Cloth. Price, $10. Pp. 605, with 425 illustrations. Boston: 
Little, Brown & Company, 1941. 

The combined title is used by the author because female 
endocrinology is now an integral and important part of gyne- 
cology. Operative technic is entirely omitted because the great 
majority of readers of textbooks on gynecology are not inter- 
ested in the details of operations. On the other hand, diagnosis 
and treatment are accentuated as Novak believes most readers 
would wish. Functional disorders including especially the large 
group of gynecologic endocrinopathies are treated elaborately. 
The material in the book is based on the author’s extensive 
experience as a teacher, pathologist and practicing gynecologist. 
The style of writing is, as always, interesting, instructive and 
to the point. The sections on pathology are worthy of special 
emphasis, but this is to be expected because Novak is one of 
the foremost gynecologic pathologists in the world. The illus- 
trations are magnificent and many are in color. At the end of 
each chapter is a selected list of references, which were chosen 
with excellent judgment. Every gynecologist should be familiar 
with the contents of this book. Likewise every physician who 
treats women should have a copy of this book. Novak is to 
be congratulated on the excellence of the book. Likewise the 
publishers are to be commended for having carried out their 
part so well. 
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Jour. A. M.A 
Jan. 31, 1943 


- A Study of the Public Mental Hospitals of the United States 1937.9 
By Samuel W. Hamilton, M.D., Grover A. Kempf, M.D., Grace ¢ 
Scholz and Eve G. Caswell. United States Public Health Service 
Associated with the Mental Hospital Survey Committee. Federal Seeyri:, 
Agency, United States Public Health Service. Supplement No. 164 to th, 
Public Health Reports. Paper. Price, 20 cents. Pp. 126. Washington 
D. C.: Supt. of Doc., Government Printing Office, 1941. 

The Mental Hospital Survey Committee was composed oj 
Drs. Walter L. Treadway, S. Spafford Ackerly, Louis Cas. 
major, Ross McC. Chapman, Franklin G. Ebaugh, Clarence yj 
Hincks, J. Allen Jackson, Lawrence Kolb, Bernard T. McGhie 
Arthur P. Noyes, Winfred Overholser, Frederick W. Parsons 
Arthur H. Ruggles, William L. Russell and H. Douglas Singer 
The results accomplished by the survey and published in this 
valuable report are best described briefly in the committee's ow, 
statement of purpose: 

The purposes of the survey were (1) to determine the status of the 
administrative organizations in various political jurisdictions and the func 
tions which they actually perform; (2) to inform interested public official: 
about the standards prevailing in different states; (3) to evaluate the 
adequacy or suitability of institutional structures and equipment: (4) 
to study the adequacy of professional, subprofessional and technical per- 
sonnel; (5) to acquaint those working in the hospital field with what i 
being done in various institutions; (6) to evaluate the educational facilities 
for the training of resident physicians; (7) to ascertain the measures and 
facilities for conduct of research; (8) to present to the medical profession 
a statement of the public facilities and provisions for meeting the needs: 
of the mentally ill. 


Under “Origin of Survey” is the significant statement that: 


In 1936 three agencies, the American Psychiatric Association, the 
National Committee for Mental Hygiene and the United States Public 
Health Service, joined forces and projected a continent-wide survey of 
mental hospitals. The interest and active support of several other organi- 
zations were at once enlisted. These were the American Medical Associa. 
tion, the American Board of Psychiatry and Neurology, the American 
Neurological Association, the Canadian National Committee for Mental 
Hygiene and the Canadian Medical Association. A joint Survey Con- 
mittee was set up and at various points collaboration with the several 
staffs was developed, especially with the Council on Medical Education 
and Hospitals of the American Medical Association. 


All physicians and others who are interested in the purpose 
and work of public mental hospitals in the United States will 
find this report most informative and comprehensive. The 
unusually clear outline and concise style makes its vast and 
varied data readily accessible. 


Desarrollo del sistema de conduccién atrio-ventricular. Por Italo 
Roberto Caleagno. Tesis de doctorado, Universidad nacional de Buenos 
Aires, Facultad de ciencias médicas, Escuela de medicina. Paper. P) 
130, with 44 illustrations. Buenos Aires: A Guidi Buffarini, 1941. 

This monograph in Spanish, with an English summary, pre- 
sents a review of the literature on the development of the 
auriculoventricular conduction system in addition to the authors 
own work on the calf embryo from 4 to 70 mm., based on com: 
plete serial sections of the heart. There is a compreloensive 
bibliography. The author points out that, as the cardiac tube 
and the constrictions that mark the different cavities appea'. 
the ventricular myocardium is formed by a layer of compact 
tissue. This gives rise to a series of buds tending to form 4 
second spongy internal layer. At the level of the auriculover- 
tricular canal the outer and inner layers of the musculature 
are separated by a groove transforming the musculature of the 
canal into two tubes. The outer tube disappears completely 
when the pericardial mesenchyme invades this groove, leaving 
the internal tube as the only muscular connection between the 
auricular and ventricular cavities. It is from this muscular 
tube that the auriculoventricular conduction elements are formed. 
The auriculoventricular node arises in the form of a plate trom 
the posterior part of the musculature; later, at the time tha 
the septum intermedium appears, it is transformed into 4 
ventrally displaced nucleus. The common auriculoventriculat 
bundle and its two branches arise from the spongy musculaturt 
of the ventricle at the time the interventricular septum beg 
and they are moved upward as the septum grows, riding 0 
top of the septum. Just before the interventricular septum” 
fuses with the septum intermedium the auriculoventriculat 
bundle consists of a nucleus of large clear cells, forming 
beculae. When the intermediate and interventricular septu™ 
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fyse, the common auriculoventricular bundle and the auriculo- 
ventricular node come in contact and become connected, each 
retaining its characteristic structure. Part of the spongy tissue 
of the ventricular cavity fuses with the septums and is trans- 
formed into the Purkinje elements of the peripheral network. 


0 método de Meduna em esquizofrénicos crénicos. Por Anibal Silveira, 
psiquiatra do Hospital de Juqueri. Tése de concurso & docéncia livre 
je Clinica psiquidtrica na Faculdade de medicina da Universidade de 
sio Paulo. Paper. Pp. 150, with 14 illustrations. Juquerf, Sao Paulo: 
Oficinas Graficas do Servico de Assisténcia a Psicopatas, 1941. 

This monograph is a needed contribution on metrazol con- 
vulsive therapy of chronic schizophrenia. A review of the 
present status of convulsion therapy is given in the introduction. 
There are six chapters. The first discusses the concept of 
schizophrenia with a critical analyses of all the diverse opinions. 
The second includes a detailed description of the technic of 
convulsive therapy employed by the author with the contraindi- 
cations. The third part considers the clinical aspects of schizo- 
phrenia with a critical analysis of the forms of therapy. The 
fourth chapter discusses the various types of schizophrenia 
treated by convulsive procedure. The fifth chapter describes 
the experiences of the author in his cases. The sixth chapter 
compares the author’s results with those of other authors. The 
book was written by the author as partial fulfilment of “venia 
legendi” in the Faculty of Medicine, Sao Paulo State Univer- 
sity, Brazil. There is a detailed bibliography containing four 
hundred and twenty-one references. This book is recommended 
to all psychiatrists and neurologists. 


Lecciones clinicas de medicina oftalmolégica. Por el Dr. Carlos Charlin 
¢., profesor de clinica oftalmolégica. Cloth. Pp. 381, with 68 illustra- 
tions. Santiago de Chile: Ediciones Ercilla, 1941. 

This collection of thirty short essays on various aspects of 
medical ophthalmology are in the form of reports of under- 
graduate clinics held by the author in the university clinic. 
They deal with the more or less unusual ocular conditions that 
are based on systemic disturbances such as the ophthalmic com- 
plications of various forms of avitaminosis, the ocular hysterias 
and the fundus changes of diabetes and arterial hypertension. 
Tuberculosis plays quite a role, as does malnutrition in the 
causation of ocular disease in Chile. Apparently the disease 
conditions encountered in the Chilean clinics varies considerably 
from those ordinarily encountered in the charity clinics of this 
country. In a short review of this character it is obviously 
impossible to deal with the particular points of each essay, but 
in general it may be said that the subject material of the book 
is presented particularly for the undergraduate or the beginning 
graduate student. In its make-up the volume is essentially 
French in character, although the printing is better than the 
usual Gallic form. The black and white illustrations leave much 
to be desired. The concluding chapter is a study of the per- 
sonality of Pasteur, evidently the author’s hero. 


Cardiac Clinics: A Mayo Clinic Monograph. By Fredrick A. Willius, 
B.S., M.D., M.S. in Med., Head of Section of Cardiology, Mayo Clinic, 
Rochester, Minn. Cloth. Price, $4. Pp. 276, with 35 illustrations. St. 
Louis: C. V. Mosby Company, 1941. 

The appearance in a single volume of lectures previously 
scattered in the various issues of the Proceedings of the Mayo 
Clinic is welcome. The author’s aim, as he states in his fore- 
word, is to present a practical discussion of the heart intended 
tor the busy general practitioner. The volume contains a com- 
bination of case reports and short philosophical dissertations on 
the various aspects of heart disease. The busy practitioner 
should find this volume valuable especially for the general 
admonitions. The presentation of case reports is instructive 
since, unlike the ordinary textbook style, this permits the dis- 
cussion of individual cases and avoids the presentation of aver- 
age patterns. In the author’s endeavor to meet the needs of 
the practitioner, some of his interpretations of mechanisms are 
oversimplified. Nevertheless this, by avoiding polemics, offers 
4 usable interpretation of clinical phenomena on which the find- 
ings may be fixed in the reader’s mind. The general philosophic 
aspects are pointed and apropos and make delightful reading. 
This book fulfils the purpose intended by its author. 
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Nutrition in Health and Disease. By Lenna F. Cooper, BS. MA. 
M.H.E., Chief, Department of Nutrition, Montefiore Hospital, New York 
City, Edith M. Barber, B.S., M.S., Lecturer on History of Cookery, 
Teachers College, Columbia University, New York, and Helen 8&8. 
Mitchell, B.A., Ph.D., Director of Nutrition on the Staff of the Coord! 
nator of Health, Welfare and Related Defense Activities Federal Security 
Agency. Eighth edition. Cloth. Price, $3.50 Pp. T09, with 102 
illustrations. Philadelphia, Montreal & London: J. B. Lippincott Com- 
pany, 1941. 

This is the eighth edition of a book which has earned for 
itself a place as a reliable textbook in this field. The present 
edition is brought up to date by inclusion of the standards 
recently adopted by the Committee on Foods and Nutrition of 
the National Research Council. There are also improvements 
from the point of view of new special diets and an extended 
study of dietary habits according to racial groups. All of the 
authors concerned are at present occupying positions of impor- 
tance in relationship to nutrition and the national defense 


Sinus. By Russell Clark Grove, M.D. Cloth. Price, $2. Pp. 165, 
with 16 illustrations. New York: Alfred A. Knopf, 1941. 

This small work is intended chiefly for the intelligent lay 
reader. Medical students and general practitioners would find 
it interesting and valuable reading. Informative and authorita- 
tive, it tells its story in plain language and drives the lesson 
home still further by simple drawings and reproductions of 
roentgenograms. Starting with a discussion of important ana- 
tomic and physiologic data concerning the accessory nasal 
sinuses, the author devotes the remainder of the book to a 
detailed account of various disease conditions of these cavities. 
Popular fallacies are exploded, self medication is warned against 
and the necessity for proper medical attention is stressed. This 
work is in line with proper efforts of the profession to inform, 
in an adequately guarded manner, lay persons seeking enlight- 
enment on various things medical. 


America’s Nutrition Primer: What to Eat and Why. By Eleanora 
Sense. Introduction by Dr. E. V. McCollum. Cloth. Price, $1 Pp. 
95, with illustrations by the Author. New York: M. Barrows & Com- 
pany, Incorporated, 1941. 

Here is a collection of a few thousand words on the basic 
facts about the purchase and uses of food, with some “budget 
saver” menus, some recipes and rules. The author is a pro- 
fessional dietitian who has been lecturing on food and nutrition 
throughout the nation. Most of the material submitted is quite 
accurate and perhaps constitutes about all that the average 
housewife can learn easily. There are, however, many much 
more complete books easily available at the same price. 


Instructions in Laboratory Work in Bacteriology for Students in Pro- 
fessional Schools. Department of Bacteriology, University of California 
Medical School, San Francisco. Second edition. Paper. Pp. 147. San 
Francisco: J. W. Stacey, Inc., 1941. 

This syllabus was prepared from sets of directions furnished 
to students in medicine, dentistry, pharmacy, advanced bacteri- 
ology and nursing over a period of many years. Some two 
hundred and fifty-six experiments are given and certain of these 
are assigned to meet the needs of the class in question. To this 
edition questions have been added which are of two types, one 
to stimulate the habit of analyzing experiments, the other to 
provide a connecting link between fields of medicine and public 
health and experimental procedures. The syllabus is well 
indexed and directions are given on the left page, leaving the 
right one blank for student notes. This book should prove 
useful to the student taking laboratory work in bacteriology. 


Entre cirujanos y hospitales. Por el Dr. Jose Castro Villagrana. 
Paper. Pp. 201. Mexico, D. F.: The Author, 1940. 

This is a travelogue depicting various medical centers of the 
world. It sketches the scenes and atmosphere surrounding 
various men whom the writer has chosen to depict. The author 
is much impressed with the work of Bohler of Vienna. In 
Munich he was much impressed with Drs. Kreuz and Keysser 
as well as the institutes at Hamburg and Dresden and Bayers’ 
chemical works in Lieverkussen. Those who enjoy beautiful 
Spanish phraseology will like this book. 

Sex Life in Babylonia. By Edwin W. Hirsch, M.D. Cloth. Price, $2. 
Pp. 38. Chicago: Research Publications, 1941. 

This is a superficial review of a subject on which much has 


been written previously. The essay first appeared in the 
Urologic and Cutaneous Review. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. Every LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


FOOT STRAIN 


To the Editor:—A laborer aged 25 gave a history of working in a factory 
the floors of which were hard cement. He had been working for about 
two weeks when his feet became so tender that he could do this work 
no longer. He also said that a piece of timber had fallen and struck 
him on one heel. There were two large calluses, one on each heel. One 
of the calluses was grooved horizontally. The main question | am 
interested in is the fact that there were about a dozen reddened nodules 
on the sides of his feet about the size of a large pea, some being 
larger. These were tender. What were they? Also should calluses on 
heels be removed surgically? After he had been a few weeks off his feet, 
the nodules disappeared. There were also cramps of the calves of legs 
extending to a short distance below the knees. This condition is still 
present and has existed over a period of three months. 


C. L. Pearcy, M.D., Salem, W. Va. 


ANSWER.—This patient’s history is typical of strain of the 
feet. In such cases pain in the foot frequently is in the region 
of the navicular and talus articulation, although pain in the 
heel is not infrequent, particularly at the point where the plantar 
aponeurosis attaches into the calcaneus. The muscle spasm in 
the calves of the legs is a symptom of foot strain and muscular 
insufficiency. The pea sized nodules as described are seen in 
cases of foot strain and are due to inflammatory reaction in 
the subcutaneous tissue. The inflammation subsides with rest. 
Hot packs and rest will help relieve the muscle spasm in the 
legs. The calluses on the heels are usually due to faulty weight 
bearing, which, with a history of foot strain, suggests the 
presence of a pes valgoplanus. The calluses should not be 
removed surgically. They will disappear if the cause is removed 
and would recur even if removed surgically unless the under- 
lying causative factors were cured. 

Elevation of the feet with hot packs and rest allays the acute 
symptoms. The decompensation can be combated by means of 
adhesive strapping with the heel in varus and the anterior part 
of the foot in pronation. Correction can be maintained by 
means of corrective shoes. The heel should be held in varus by 
raising the inner side of the heel of the shoe, and the anterior 
part of the foot should be brought into pronation. This can be 
accomplished by means of the comma shaped bar. 


Reference : 


Hauser, E. D. W.: Diseases of the Foot, Philadelphia and London, 
W. B. Saunders Company, 1939, chapter on Pes Valgoplanus. 


TERTIARY SYPHILIS 


To the Editor:—A Negro aged 35 presented himself in the office two months 
ago with four typical gummatous ulcers on his left leg and foot. The 
Hinton test was positive. The patient was mentally and physically well 
developed. His pupils were equal and reacted well. The teeth were 
normal. There was no evidence of disease of any internal organ. The 
ulcers, which had been existing for five months (the patient had been 
treated under an erroneous diagnosis elsewhere), healed within two weeks 
under preparations of bismuth and iodine and local application of mercury 
ointment. Neoarsphenamine, however, is poorly tolerated (diarrhea). 1! 
wonder how long treatment should be continued, as many authorities say 
that no cure can be achieved in the third stage of this type. An inter- 
esting aspect is the patient’s father, who is white except for Addison-like 
spots on the cheeks and has typical Negroid features. The man asserts 
that he had the ordinary Negro color until about seven years ago, when he 
was stricken with a severe disease connected with high fever. It is to 
this disease that he ascribes the loss of his color. This seems highly 
improbable to me but the man is intelligent and educated, and, on the 
other hand, | do not have much experience with Negroes. ! would appre- 
ciate your opinion as to both questions. M.D., Massachusetts. 


ANSWER.—No information is furnished on this patient as to 
a careful check-up of the central nervous system, including a 
lumbar puncture. Moreover, because of the frequency of cardio- 
vascular syphilis in a Negro it would be well to have the heart 
gone over carefully not only from the standpoint of physical 
examination but also radiographically. It is unwise in such a 
late case of syphilis to employ arsenical therapy in the begin- 
ning. It would be much better to keep the patient on bismuth 
therapy and potassium iodide for at least twelve weeks, giving 
an intramuscular injection of bismuth subsalicylate 1 cc. in the 
alternate buttocks until he has had twelve of them. Then one 
might try an arsenical cautiously, provided there is no involve- 
ment of the cardiovascular apparatus, starting him off with a 
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small dose of mapharsen, e. g. 10 mg. intravenously, and if he 
stands it all right gradually increasing it up to a maximym 
dose of 60 mg., giving the injections once a week for a series 
of ten injections. Thereafter, if he stands the therapy wel! 
one may alternate the bismuth injections and the arsenical injec. 
tions until he has had thirty of each. In the succeeding year 
he may have two courses of bismuth with a rest period. Naty. 
rally, in the beginning no rest periods are allowed. With thi: 
type of syphilis it probably would be well to give potassiym 
iodide in 0.5 Gm. doses before meals along with the bismuth 
therapy. 

The therapy that is outlined is given on the premise that the 
patient does not have central nervous system syphilis. Naty. 
rally, if the patient has central nervous system syphilis other 
forms of therapy would be suggested, depending on the findings, 

It is judged from the description that the patient’s father has 
vitiligo, which is not an uncommon disease in the Negro. (j 
course, it has nothing to do with syphilis. 


PROBABLE ATYPICAL LYMPHOCYTIC CHORIOMENINGITIS 


To the Editor:—A man aged 34 noticed soreness about the back, abdomen 
and thighs about a month ago. He had some hoarseness of the throat 
but no fever. He was given respiratory vaccine on the assumption thot 
he was coming down with a cold. The next morning he had a headache 
of moderate intensity which seemed to center over the left eye. It wos 
accompanied by mild waves of nausea. The skin soreness progressed but 
there was still no fever. He was given more respiratory vaccine and nasol 
pack in an effort to get the sinus .draining. The headache persisted 
three days, during which time a moderate amount of clear thick drain- 
age was apparent in the back of the throat. The third day his tempero- 
ture rose to 99.4 F. By this time the tack was getting stiff. Six days 
after onset the patient noticed that the soles of his feet were numb. This 
numbness extended part way to the knees. The next day an acute urinary 
retention developed. A neurologist was called in consultation. The cranial 
nerves were normal; muscle tone was good; the abdominal reflexes and 
the right cremasteric were absent; the knee and ankle jerks were hyper- 
active. The Babinski sign appeared fleetingly on the right side and was 
gone the next day. There was no ataxia. Vibratory and touch sense 
were not impaired. The patient was well able to distinguish cold over 
the entire area involved but he could not distinguish heat on the feet 
or legs up to the thighs. Lumbar puncture was done ten days after onset 
and there was no increase of pressure. The Queckenstedt test gave o 
normal response. In the spinal fluid there were 106 white cells, 88 per 
cent lymphocytes, 12 per cent polymorphonuclears and protein 56 mg. The 
colloidal gold curve was flat. The Kahn reaction was negative. Culture 
of the spinal fluid revealed no disease. The blood pressure was normal. 
There was no evidence of any other active disease. Please give probable 
diagnosis, prognosis and treatment. G Ww. Brown, M.D., Buchanan, Mich. 


ANsweR.—The history up to the time of the lumbar puncture, 
a period of ten days after the onset of the illness, indicates that 
the patient was suffering from a subacute infectious disease, 
most of the symptoms being referable to the central nervous 
system. The symptoms pointed to involvement of the meninges, 
the spinal cord and possibly the peripheral nerves, the cerebrum 
escaping. Many of the symptoms were mild, of a_ fleeting 
character and indicated a diffuse or widespread disease. The 
onset, the course and the symptoms were all characteristic oi 
an invasion of the central nervous system by a neurotropic virus, 
beginning as a mild infection of the upper respiratory tract with 
general soreness of the muscles, hoarseness, mild headache, 
nausea, stiffness of the back and a slight elevation of tempera- 
ture above normal. These signs were consistent with a type 
of virus infection known as acute lymphocytic choriomeningitis. 
The subsequent symptoms, however, would not be considered 
as typical findings in that disease, for urinary retention, sensory 
changes in the feet and legs and increased deep reflexes with 
the Babinski phenomenon point to a lesion of the spinal cord 
rather than to a disease primarily meningitic in type. 

In acute lymphocytic choriomeningitis most of the symptoms 
can be accounted for on the basis of the meningeal involvement. 
Cases, however, have been known, and a few have been reported 
in the literature, indicating that the virus may be somewhat 
widespread in its action and that the other parts of the nervous 
system are occasionally involved. In 1 case, the report of which 
has not yet been published, there were in succession, although 
occasionally with some overlapping, four primary systems 
involved: retrobulbar neuritis of the optic nerves, meningitis 
with encephalitis, transverse myelitis of the spinal cord and 
peripheral neuritis. Signs and symptoms of all these individual 
variations were present at one time or another; no syndrome 
can be considered as exclusively the product of one of the neuro 
tropic viruses. ‘ 

The findings in the cerebrospinal fluid, moreover, bear out this 
point. The increased cell count is indicative of a meningeal 
reaction. The protein, being twice normal, suggests a deeper 
involvement of the nervous system. When the disease was first 
reported in adults in this country by Viets and Watts (THE 
Journat, Nov. 16, 1929, p. 1553) it was thought that polymor 
phonuclear cells in the cerebrospinal fluid were never encoul- 


la 
a 
It 
k 
} he 
ch 
he 
tr 
| 
ty 
Fy D 
O 
m 
ly 
ne 
x Wl 
N 
id 
49 
Ja 
in 
KT 
qu 
ti 
re 
ex 
4 gr 
ar 
cle 
fe 
po 
pr 
ty] 
To 
| 
| 
su 
Ot) 
ze 
2 iu 
sh 
ch; 
an 
alt 
tar 
1s 
Sol 
an 
ne 
A 
sit 
ou 
eq 
pre 
er 
- pre 
£5 att 
shi 
is 
: 
py 
coy 
de 


ges, 
rum 
ting 
The 
ot 
irus, 
with 
che, 
era- 
type 
itis. 
ered 
sory 
with 
cord 


oms 
ent. 
rted 
yhat 
yous 
hich 
ugh 
ems 
and 
Jual 
ome 
1r0- 


this 
geal 
per 
first 
10f- 


Vourme 118 QUERIES AND MINOR NOTES 419 


Subsequently the same authors withdrew this opinion, for 
study of additional cases (J. Nerv. & Ment. Dis. 80:253 
1934) indicated that polymorphonuclear cells, particu- 
arly in the first few days of the disease, were not by any means 
. rarity. The changes, therefore, in the cerebrospinal fluid on 
che tenth day of this patient's illness would be considered con- 
stent with a diagnosis of acute lymphocytic choriomeningitis. 
i: should be pointed out, however, that except for the negative 
Kahn reaction the changes in the cerebrospinal fluid would also 
he consistent with neurosyphilis of the meningeal type. If one 
Jhould add, moreover, a pos‘tive Pandy reaction or find increased 
Jobulin in the cerebrospinal fluid by the ammonium sulfate 
test, the diagnosis of necurosyphilis would be much more certain. 

In recent years, valuable new laboratory procedures have 
heen developed for the diagnosis and differentiation of neuro- 
tropic virus diseases. Tests are now available on the blood 
rum for lymphocytic choriomeningitis as well as for various 
types of encephalitis and poliomyelitis (Laboratory Aids in the 
Diagnosis of Neurotropic Virus Diseases, Circular Letter 107, 
Oct. 22. 1941, War Department, Office of the Surgeon General, 
\Vashington, D. C.). Examination may also be made of speci- 
mens of the nervous system if these become available. For 
lymphocytic choriomeningitis there are complement fixation and 
neutralization tests on the blood serum as well as virus studies, 
which serve to identify the disease. 

The prognosis of acute lymphocytic choriomeningitis is good. 
No death has been reported in an unmistakable case since the 
identification of the virus by Armstrong (Pub. Health Rep. 
49:1019 [Aug. 31] 1934). Viets and Warren (THe JourNAL, 
lan. 30, 1937, p. 357) reported pathologic observations in a case 
in which death occurred before the virus identification was 
known, but this case cannot be considered, in the light of subse- 
quent knowledge, as authentic although the clinical manifesta- 
tions were suggestive of the disease. 

There is no specific treatment. Most patients, however, 
recover without residual manifestations. The disease may be 
extremely severe and the outlook for life often appears to be 
grave during the height of the illness. Most cases, however, 
are of a mild nature and many probably pass unnoticed or are 
classified as mild respiratory infections similar to the situation 
found in other diseases caused by neurotropic viruses such as 
poliomyelitis. In the present case, because of the myelitis, the 
prognosis should be somewhat more guarded than in the more 
typical cases of acute lymphocytic meningitis. 
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SMALL “AIR CONDITIONING UNIT 
To the Editor:—Have you any information regarding the installation of a 
desirable type of air conditioning unit in an operative surgery? 
necessity, this cannot be a built-in unit but must be one to set in or a 
portable type, as the operating rooms are already built. 


R. J. Rhorer, M.D., Kokomo, Ind. 


Answer.—A desirable air conditioning unit for an operative 
surgery should maintain a maximum temperature of 80 F. with 
\) per cent relative humidity when the outside temperature is 
zero and a minimum of 75 F. with the same humidity when the 
vutside dry bulb is 95 and the wet bulb is 76. These conditions 
should be maintained with an outside air supply of eight air 
changes per hour. The unit should have replaceable air filters 
and means for recirculating air in order to obtain the desired 
air conditions quickly for emergency operations. It is impor- 
tant that recirculation be shut off completely before the patient 
is brought into the ward. 

A “self-contained,” “year-round” room conditioner of this 
sort is bulky and requires connection to steam, water, drain 
and electricity. It is usually placed under a window and con- 
nected to the outside through the lower part of the window. 
A spark-proof thermostat and humidistat must be furnished. 
_A straight-room cooler (“summer air conditioner”) is much 
simpler and can be truly portable, but it lacks the essential 
‘cature of humidification and has no provision for warming the 
outside air supplied in cold weather. 

A separate exhaust system is necessary, having a capacity 

‘qual to that of the supply system and exhausting the used air, 
preterably through an adjoining sterilizing room. The exhaust 
grille may be connected to an existing hospital exhaust, or a 
iropeller exhaust fan may be built into an outside wall, or 
ee to the upper part of a window. The propeller fan 
should be equipped with automatic shutters. 
a chief disadvantage of self-contained room conditioners 
‘ their noise. It would help a great deal if the refrigerating 
compressor was installed outside the room and the refrigerant 
— to the room unit. If several operating rooms are to be 
F néitoncd, a central station plant installed in the basement is 
“tmitely advantageous. 


ATYPICAL MYASTHENIA GRAVIS 


After a ten months rest in bed her strength returned and she was 
active until January 1940. Then she had the grip, followed in Februory 
1941 by scarlet fever. Since then she hes been confined to bed with o 
return of her previous symptoms of weokness of both legs and arms. 
Till the onset of these attocks she was good health. There is 


In July 1941 she began having a hacking cough. This began in late 
afternoon. The cough was not relieved by opiates or usual cough 
syrups. The palate was not long. The only relief was obtained by hov- 
ing her roll over on her stomach. By early morning she could roll over 
on her back again without coughing, only to begin coughing again in 
the late afternoon. The hour at which the cough begins hes been con- 
stant, except that lately it has been somewhat earlier. Coincidentally 
with the development of the cough she began hoving an afternoon rise 
in temperature up to 100.5 F. by mouth. Following the removel of two 
infected teeth, the temperature returned to normal. A month ago a 
prostigmine methylsulfate test was negative. That evening she hod 
cramps in the abdomen. Since then she has gagged and hed abdominal 
cramps and fibrillary twitchings of arms and legs. For the past two weeks 
she has had herpes zoster on her legs, spreading to the trunk and orms. 
The general skeletal development is good; the muscles are somewhat 
small; the pulse varies from 80 to 100; the blood pressure is 114 
systolic, 70 diastolic. The isthmus of the thyroid gland is palpable. 
The knee jerks are present but diminished. The Babinski reflex is 
negative. There are no gross sensory changes. | have considered this 
to be a case of progressive muscular dystrophy. Is this consistent with 
the course discribed? She has had wheat germ oil, 10 drops daily, for 
two months. A sedative prevents her gagging attacks. What would 
be the cause of the coughing? Is it usual for patients with dystrophy 
to have these attacks? What is the prognosis? M.D., New York. 


Answer.—The patient has in all probability atypical myas- 
thenia gravis (Erb-Goldflam’s disease, or pseudobulbar asthenia). 
Progressive muscular dystrophy produces objective evidence 
of organic muscular disease such as hypertrophy or atrophy. 
The cause of the coughing is probable involvement of the chest 
and throat muscles. It is not common for patients with 
dystrophy to have attacks of coughing. Myasthenia gravis is 
a serious ailment and is incurable. The following may be 
suggested: Give 2 cc. of 1:2,000 solution of prostigmine 
methylsulfate by hypodermic injection and watch for improve- 
ment. This should occur in ten to thirty minutes. Following 
this one should test a muscle with a faradic current at 75 per 
cent interruption. After this has been done the tested muscle 
will cease to react. After a few minutes rest the tested 
muscle will react again. If these tests are positive, the patient 
may be placed on either of the following regimens: Ephedrine 
hydrochloride 3% grain (0.024 Gm.) three times daily with 
prostigmine bromide (15 mg. tablets three times daily) by mouth. 
Instead of the ephedrine or prostigmine one may give guanidine 
hydrochloride in doses of 15 to 30 mg. per kilogram of body 
weight daily. 


PREGNANCY FROM COITUS DURING MENSTRUATION 


To the Editor:—The question of whether a woman could become pregnant 
during her menstrual period has arisen. Manwaring of Stanford reports 
the discharge as “lethally toxic for normal mature rats.’ Would not the 
same effect be applicable to normal sperm? 


George K. Herzog, M.D., San Francisco. 


ANSWER.—The common aversion to coitus during menstrua- 
tion is probably based on esthetic reasons rather than on any 
scientifically demonstrable harmfulness to either partner. There 
appears to be little evidence as to the effect of the menstrual 
discharge on the motility or potency of spermatozoa. The well 
known dictum of Ambroise Paré that coitus during menstruation 
breeds monsters belongs in the realm of superstition. Gyne- 
cologists are inclined to attach less importance than they for- 
merly did to the detrimental influence of cervical and vaginal 
discharges on the spermatozoa. While it seems theoretically 
possible that the menstrual discharge would exert an inimical 
effect, this factor alone could not be considered to exclude 
absolutely the possibility of impregnation during the period. 

Much more important would seem to be the fact that there 
does not appear to be unimpeachable evidence that ovulation 
occurs during menstrual periods of normal duration. Regard- 
less of what one may believe as to the value of the so-called 
safe period in biologic contraception, the evidence indicates that 
ovulation does not occur sometime within a definite though 
rather long “ovulation span.” This embraces many days, but 
there does not appear to be definite proof that it has occurred 
earlier than the eighth day of the cycle, which places it beyond 
a menstrual period of average duration. The reader may be 
referred to Hartman’s work on “The Time of Ovulation in 
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Women” for a further discussion of this point. The incomplete- 
ness of knowledge on this subject does not justify dogmatic 
statements, but it seems exceedingly unlikely that coitus during 
menstruation would be productive. 


TONSILLECTOMY IN ALLERGIC OR HAY FEVER 


PATIENTS 
To the Editor:—Am | correct in assuming that it is wise to defer until after 
the hay. fever season (ragweed season) the removal of tonsils and adenoids 


in a child who either is allergic or has a definite family history of 
allergy? Is there any proof that in patients with a family history of 
allergy or an allergy themselves definite allergic manifestations develop 
or become worse after tonsillectomy during the hay fever season, and, 
if so, what is the explanation or basis for the appearance or exacerbation 
of the allergy? Meade Edmunds, M.D., Petersburg, Va. 


ANSWER.—Specialists in the field of allergy almost without 
exception strongly oppose the removal of tonsils and adenoids 
in a hay fever sufferer during the hay fever season. This is 
because the tissues are apt to be swollen from the hay fever; 
secondary infection is more likely to occur because of decreased 
resistance. Sneezing and coughing increase the danger of post- 
operative hemorrhage. 


Tuit (Clinical Allergy, Philadelphia, W. B. Saunders Com- 
pany, 1937, p. 373) states: “The relationship of operations on 
the nose or throat, such as submucous resection or tonsillectomy, 
to the production of the initial attack of hay fever is difficult to 
evaluate. The reported instances of hay fever beginning shortly 
after surgery of this type are too numerous to be coincidental 
and emphasize the necessity for caution in performing operations 
on children of allergic parents.” 


In children who are allergic or whose parents are allergic, 
cutaneous tests for pollens should be done before any operation 
on the nose or throat, especially if surgical intervention is con- 
templated during the three pollen seasons (March to October). 


INTRAUTERINE KERATITIS OR BIRTH INJURY 


OF CORNEA 

To the Editor:—A white boy aged 2 weeks, whose mother is a primipara 
was delivered by high forceps. | see no evidence of a direct injury to his 
eyes. The right cornea is clouded to the extent of making an intra- 
ocular inspection impossible. The pupil is barely discernible but seems 
to react normally to light. The anterior chamber is of proper depth. 
The eyes are of equal and of normal size. There is no evidence of an 
infection in the cul-de-sacs, iritis or conjunctivitis. The blood Wasser- 
mann reaction of both parents and of the baby are negative. Intra- 
ocular tension is within normal limits. The baby is “normal” in other 
respects. There is no history of similar mishap in either side of family. 
| am wondering whether ethyimorphine hydrochloride is safe to use. Could 
this drug used as drops in the eye cause a possible addiction to morphine? 
Is there a known treatment that might give a brighter prognosis? 


James Hicks, M.D., Brunswick, Ga. 


ANSWER.—The cloudy cornea may be the result of an intra- 
uterine keratitis, with or without uveitis, of a birth injury to 
the cornea or of a keratitis subsequent to birth. In many such 
instances the corneal opacity clears within the course of six 
months without treatment. As far as is known, there is no 
definite treatment that will hasten the process. Ethylmorphine 
hydrochloride may be used, but present evidence tends to dis- 
prove any such definite therapeutic effect of that drug. There 
is no danger of producing an addiction to morphine by the 
instillation of ethylmorphine hydrochloride into the conjunc- 
tival sac. 


MILD GASTROINTESTINAL EPIDEMIC 

To the Editor:—What are the possible diagnoses in an “epidemic” seen 
in New York City between Nov. 28 and Dec. 9, 1941, and still going on? 
In many families throughout the city one or two members were stricken 
with nausea, vomiting, abdominal cramps and borborygmus, followed in 
twelve to twenty-four hours by a foul smelling diarrhea lasting two or 
three days. There were neither chills nor fever nor especial weakness. 
In milder cases only a day’s siege of diarrhea would occur. New cases 
in the family might follow in two days, occasionally three or four, after 
the first case. In most cases the children were affected first, then their 
parents. | recall similar outbreaks in past years in the late fall when 
there was no influenza prevalent. Has a virus gastroenteritis without 
fever ever been reported? M.D., New York. 


_ Answer—lIt has been observed that during epidemics oi 
influenza, even of the milder types, gastrointestinal symptoms 
may dominate the clinical picture. As a rule some febrile reac- 
tion occurs, but in certain outbreaks fever has been only slight 
in many cases. 

It would seem probable that the etiologic agent in these dis- 
orders is a virus. However, the virus in the intestinal tract in 
these cases has not been demonstrated as far as a careful search 
of the literature has revealed. 
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Food poisoning might be responsible for symptoms similar », 
those observed, although fever is present in most food poisoning 
outbreaks. Other possible diagnoses are mild specific types ,; 
dysentery, which also usually produce some fever in those 
affected. 

It would appear that further research in the epidemic obsery.,; 
in New York would be necessary to determine the exact cate. 


gory in which the disease belongs. 


APPETITE AND THE CHILD 

To the Editor:—A boy aged 5 years has always been a “poor and picky’ 
eater; in spite of this he is in good flesh and normal weight but doc: 
seem to catch cold rather easily. As an infant he always took hi 
milk well, but when he began to eat solid foods he would not touch 
many of them. At present he will eat no meat whatever—''this sing 
he learned where meats came from.” Of vegetables he will eat onjy 
raw carrots, raw celery and potatoes. He will eat most cereals, o 
occasional egg, a few desserts, will take his milk freely, and he vil) 
take most fruits; but some must be cooked or he will not take them 
What would you advise my recommending to the parents? 


Raymond H. McPherron, M.D., Chicago. 


ANSWER.—The parents should be informed that if the chili 
is in good physical condition as stated there is nothing to worry 
about in his present diet. It covers all the necessary foo 
elements. If this attitude is adopted and no further attention 
is paid to his eating habits, he will eventually broaden hi 
diet himself. Nursery schools where children are given meals 
together help in this. A good book for the parents to read 
is C. A. Aldrich’s “Cultivating the Child’s Appetite.” 


TULAREMIA FROM WILD AND TAME RABBITS 
To the Editor:—During the past ten years | have seen about 18 cases of 
tularemia which could be traced directly to having cleaned wild rabbits, 
commonly known as jack rabbits in the Western states. Please let me 
know if tularemia ever occurs in tame rabbits or in the species of wild 
rabbits, also found in the Western states, which are known as the cotton- 


tail? A. L. Graff, M.D., Cedar City, Utoh. 


ANSWER.—The wild cottontail rabbit is the most important 
host and transmitter of tularemia east of the Mississippi River 
In the Western states the jack rabbit, cottontail and snov- 
shoe rabbits are the principal animal hosts. There are no 
authenticated records of tularemia acquired from contact with 
domesticated rabbits. Rabbits raised under domestic conéi- 
tions, although highly susceptible, have not been found natv- 
rally infected, probably owing to their freedom from the tick: 
which commonly infest wild rabbits. F 


IMMUNIZATIONS FOR EUROPEAN WORK 


To the Editor:—i have under my care two young men who intend te go to 
Europe to do war relief work. | wish to immunize these men against 
typhus and cholera. Can you tell me where in the United States these 
immunizing agents can be obtained? Are there any immunizations other 
than typhoid, paratyphoid A and B, smalipox, typhus and cholera which 


you would recommend? Lucille Carman, M.D., North Manchester, Ind. 


Answer.—Both typhus and cholera vaccine may be obtained 
from either the Eli Lilly Company or the Lederle Laboratories 
at Pearl River, N. Y. 

Immunization against typhoid, paratyphoid A and B, smallpox, 
typhus and cholera protects against those diseases which are 0! 
greatest danger. 

The efficacy of typhus vaccine in human beings has not been 
established, but its use is advised. 


MIGRAINE, SICK HEADACHES AND FOOD ALLERGY 


To the Editor:—Approximately 70 per cent of cases of migraine and recur 
rent headaches are benefited or relieved by the exclusion of allergenic 
foods from the diet. It is unfortunate, therefore, that the adequate study 
of food allergy was not stressed in the answer to the query concerning 
atypical migraine in The Journal, July 5, 1941, page 78. Success hos 
long been reported by various allergists with diets excluding foods ' 
which cutaneous reactions or a history of definite idiosyncrasy oF dis- 
like occurs. For many years | have relieved the majority of these suf 
ferers with elimination diets modified by a history of possible idiosyncrasies 
and definite cutaneous reactions by the scratch tests. Such diets should 
be used as diagnostic tools for the study of possible food allergy. 
Detailed menus for such diets together with a discussion of their us 
necessary recipes and emphasis on the maintenance of nutrition have 
recently been published in ‘Elimination Diets and the Patient's Allergies, 
Philadelphia, Lea & Febiger, 1941. The cyclic recurrence of allergi 
headaches is usually due to refractoriness, which occurs after mony 
allergic reactions. Anergy or the inability to react allergically exploits 
the relief of allergic migraine during pregnancy, mentioned '" 
query. The disappearance of asthma and less commonly of other allerg' 
manifestations during gestation is due to the same cause. 


Albert H. Rowe, M.D., Oakland, Calif. 
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